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CONCEPTUAL AND MORAL DEVELOMENT OF SUBSTANCE ABUSE 
COUNSELORS: THE RELATIONSHIP TO COUNSELOR LEVEL OF EDUCATION, 
EXPERIENCE AND RECOVERY STATUS 
ABSTRACT
In the Commonwealth of Virginia, substance abuse professionals are debating the 
licensure requirements for substance abuse counselors. The debate concerns the 
minimum educational and experience requirements for substance abuse counselor 
licensure (i.e., lowering the educational requirements to include individuals with less than 
a master’s degree). In most counseling related helping professions, the minimum 
educational requirement for a counselor is a master’s degree in a counseling related field. 
To obtain a state or national license, 4,000 hours of supervised experience and the 
passing of a licensure examination is required beyond a master’s degree. The field of 
substance abuse counseling is an exception to this educational requirement. Substance 
abuse counselors’ educational levels can vary from a graduate degree in a counseling 
related field and a state or national license to a high school diploma and a state or 
national substance abuse certification. These differences in educational backgrounds 
tend to be based on recovery status. Non-recovering counselors are likely to have a 
graduate degree and a professional license, and recovering counselors are likely to have a 
high school diploma and a substance abuse certification. Counselor level of education 
has been linked to different levels of cognitive development. Counselors at higher levels 
of cognitive complexity possess many of the attributes needed to be effective counselors, 
such as, being empathic, being flexible in the use of counseling methods, being more 
autonomous and interdependent and exhibiting less prejudice towards others.
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
The purpose of this study was to examine the relationships among counselor 
education, experience, recovery status, conceptual complexity, and moral judgment of 
substance abuse counselors. The theoretical framework for the study was cognitive 
developmental theory, specifically conceptual level and moral development. This study 
surveyed 900 randomly selected substance abuse counselors in the Commonwealth of 
Virginia. Multiple certification and licensure lists were obtained that were representative 
of differing levels of education, experience and credentials of substance abuse counselors 
in Virginia. The accessible population included, Certified Substance Abuse Counselors 
(CSACs), Certified Addictions Counselors (CACs), Master’s Addiction Counselors 
(MACs) and Licensed Substance Abuse Treatment Providers (LSATPs). The survey 
instruments included: a General Questionnaire, the Paragraph Completion Method 
(PCM), and the Defining Issues Test (DIT). One hundred and eighty-eight (188) survey 
responses were received for a return rate of 21%. Following data collection, multiple 
regression, t-tests and chi square statistical analyses were preformed to test the research 
hypotheses. The research findings were: counselor conceptual complexity and education 
level (i.e., master’s degree) were positively correlated, and counselor level of moral 
judgment and education (i.e., bachelor’s degree) were negatively correlated. A negative 
relationship was found between family member recovery status and moral judgment and 
counselor level of moral judgment was lower on an authentic (i.e., a substance abuse 
dilemma) vs. the standard DIT dilemmas. No correlation was found between counselor 
level of experience and conceptual complexity or moral judgment. Further research is 
needed to replicate the current findings. Suggestions made for future research include: 
collecting additional information on the General Questionnaire concerning supervision
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
practices, a larger stratified sample, and the use of the DIT-2 rather than the DIT-Short 
Version.
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Chapter 1 
Introduction
Description o f the Problem
The Prevalence and Impact o f Substance Abuse on Society.
An estimated 11.8 million Americans are dependent on liiicit drugs or alcohol, and 
1.5 million are dependent on both alcohol and drugs (Substance Abuse and Mental Health 
Services Administration, 1999). Approximately 3 million adolescents, or 1 out of 5, 
between the ages of 14 and 17 have a drinking problem. For every person with an 
alcohol problem, an estimated 67.2 million family members are impacted by alcohol 
(Kinney, 2000). The cost to society in terms o f the loss of work productivity, alcohol 
related automobile accidents, illnesses, crimes, and the cost of caring for children bom 
with fetal alcohol syndrome totals 166 billion dollars (National Institute on Alcohol 
Abuse and Alcoholism, 1997). The cost associated with other drug related problems is 
estimated at 109 billion (Kinney, 2000). Public concern is also on the rise with regard to 
drug abuse and its consequences. A Newsweek poll of American voters found drug abuse 
to be the third most important concern after the economy and the crime rate (Fineman, 
Turque, Rosenstiel, Beals, Glick, & Carroll, 1996).
Reduction o f Resources for Substance Abuse Services.
As societal concern and the cost of substance abuse increases, available resources for 
treating alcohol and drug problems have decreased. This decrease in substance abuse 
services began in the 1990’s in response to an increase in overall health care costs 
(Kinney, 2000). Unfortunately, substance abuse inpatient treatment services were
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subjected to severe health care cutbacks. The “28-day residential program” was once the 
treatment of choice and covered by most insurance companies. However, from 1988 to 
1998, the average length of stay in an inpatient substance abuse setting decreased from 28 
days to 3.5 days (Hundsicker, 1997, cited in Yeager, 1999). Currently many inpatient 
programs have closed due to lack of funding and lack of clientele able to afford the cost 
of treatment on their own (Kinney, 2000). Outpatient treatment services are now 
provided instead of inpatient programs. For some clientele, outpatient services provide 
enough support and structure but there are other individuals who would greatly benefit 
from inpatient services. The reduction in available substance abuse treatment services is 
further complicated by the increase in client diversity among substance abuse clientele.
An Increase in Client Complexity.
Historically, the typical substance abuse client was a white, middle-aged, middle- 
class, male. This is no longer the case (Lewis, Dana, & Blevins, 1994). Substance abuse 
counselors are faced with the challenge of providing effective treatment to a diverse 
client population when treatment options and services are reduced. Currently counselors 
must be prepared to work with clients from one or a combination of the following 
backgrounds: clients with coexisting disabilities (Blunt, Galanter, Lifshutz, & Castaneda 
1990; Geekie & Brown, 1995; Moore & Li, 1994; Skinstad & Swain, 2001), ethnic and 
racial minorities (Bell, 1990; Finn, 1994), adolescents, clients infected with HIV and 
AIDS, court mandated clients, clients who are gay, clients who are single parents, elderly 
clients, and women (Axelson, 1993). In order for substance abuse counselors to have the
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
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skills and abilities to treat this diverse group effectively, the education, training and 
credentialing of these counselors is paramount.
The Debate Concerning Substance Abuse Counselor Licensure Requirements.
Currently in the Commonwealth of Virginia, substance abuse professionals are 
debating the licensure requirements for substance abuse counselors. The debate concerns 
the minimum educational and experience requirements for substance abuse counselor 
licensure (i.e., lowering the educational requirements to include individuals with less than 
a master’s degree). In most counseling related helping professions (i.e., mental heath 
counseling, marriage and family counseling, and social work), the minimum educational 
requirement for a counselor is a master’s degree in a counseling related field (Cottone & 
Robine, 1998). To obtain a state or national license, 4,000 hours of supervised 
experience and the passing of a licensure examination is required beyond a master’s 
degree (State of Virginia Document, 2001). The field of substance abuse counseling is an 
exception to this educational requirement (Blum & Roman, 1985).
Substance abuse staff members come from a variety of backgrounds and educational 
experiences. Individuals may come from the fields of counseling, social work, 
psychology, psychiatric nursing, or medicine. Also, the level of education among 
substance abuse counselors can vary from a graduate degree in a counseling related field 
and a state or national license to a high school diploma and a state or national substance 
abuse certification (Bissell & Royce, 1994; Juhnke & Culbreth, 1994). These differences 
in educational backgrounds tend to be based on recovery status. Non-recovering 
counselors are likely to have a graduate degree and a professional license, and recovering
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counselors are likely to have a high school diploma and a substance abuse certification 
(Culberth, 2000; Mann, 1973; Valle, 1979).
Differences in background and education level can affect one’s view of client 
treatment needs (Bisseil & Royce, 1994). To assist in resolving the debate concerning 
the educational and experience requirements of substance abuse counselor licensure, 
research has been conducted concerning recovering and non-recovering counselors. 
Research has focused on two questions:
(1) What is the justification for hiring substance abuse counselors with less than a 
master’s degree?
(2) Are there any meaningful differences in the way recovering versus non-recovering 
counselors' approach the counseling process?
Recovering Versus Non-recovering Counselors.
Historically, the dominant view held that only a recovering counselor could be 
effective in assisting a substance abuse client. This may stem in part from the Alcoholics 
Anonymous philosophy that “only an alcoholic could help an alcoholic” (Alcoholics 
Anonymous, 1976 cited in Kolpack, 1992, p. 97). Also, as Valle (1979) points out, in the 
early years of the Alcoholics Anonymous (AA) movement, professionals in the 
counseling field were reluctant to treat alcoholics because they had difficulty providing 
effective treatment to them. However, the paraprofessional movement (i.e., employing 
recovering individuals, who lack formal education, as counselors) has had some positive 
aspects. Employing recovering counselors have helped make “therapeutic services more 
accessible, more cost-effective, and more accountable” (p. 31).
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Not all in the counseling field support the view that one must be a recovering 
alcoholic to work effectively with alcohol abusing clients. One factor which called in to 
question the belief that only a recovering alcoholic could effectively work with an 
alcoholic was the combining of alcoholism and drug addiction services. Prior to the early 
1970’s, alcohol and drug treatment programs operated separately from one another.
When the two programs merged, the alcoholic-to-alcoholic identification was placed in 
jeopardy. The recovering alcoholic was now faced with treating individuals with other 
drug addictions. This change in programming forced many recovering alcoholics and ex­
addicts to redefine their assets and credentials for providing counseling. It also brought 
to light the need for new knowledge and skills beyond one’s own personal recovery 
(White, 2000). In addition to the change in programming, a realization occurred that 
personal experience with addiction might not create effective counseling skills. A 
recovering person may over-identify with his or her clients, which may impair the 
effectiveness of the counselor (Lawson, Lawson, & Rivers, 2001; Valle, 1979). For these 
reasons, some feel that professional preparation, which focuses on academic training and 
counseling theory, may be an equally effective, if not a better, means of preparing 
substance abuse counselors (Culbreth, 2000; Valle, 1979).
When exploring the research related to the characteristics and counseling approaches 
of recovering versus non-recovering counselors, differences have been found.
Recovering counselors tend to be less educated and older (Aiken, LoSciuto, & Ausetts, 
1984; Lawson, 1982; McGovern & Armstrong, 1987; Stoffelmayr, Mavis, & Kasim,
1998), tend to assess problem drinking differently (Lawson, Petosa, & Peterson, 1982;
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Leavy, 1991), tend to employ different treatment methodology (Aiken et al., 1984; 
McLellan, Woody, Luborsky & Goehl, 1988; Stoffelmayr et al., 1998), and tend to have 
different personality characteristics than non-recovering counselors (Hoffmann & Miner, 
1973; McGovern & Armstrong, 1987; Moyers & Miller, 1993; Shipko & Stout, 1992). 
From the existing research, it is not clear if these differences are due to counselor 
recovery status, education level or some other intervening variable.
Previous research has focused on the cognitive processes of counselors and other 
helping professionals such as nurses and physicians (Rest and Narvaez, 1994).
Differences in the processing of information have been linked to differences in 
interpersonal judgment and interpersonal skills. Individuals who process information in a 
concrete, dichotomous, and rigid fashion have lower levels of cognitive complexity than 
individuals who process information from multidimensions and are creative and flexible 
in their decision making. Individuals, who are creative and flexible, are abstract thinkers 
that possess higher levels of cognitive development (Holloway and Wolleat, 1980).
These differences in cognitive complexity impact peoples’ ability to understand a point of 
view different from their own (Wolf, 1974) as well as, affect their ability to differentiate 
between self and others (Adams-Webber, Schwenker & Barbeau, 1972).
Research specific to counseling indicates that cognitive developmental level is 
related to an individual’s ability to function in complex environmental situations and to 
perform counseling related tasks. The higher one’s conceptual development, as measured 
by Hunt’s Paragraph Completion Method, the better-equipped one is to function in 
complex environmental situations and the better one is able to perform counseling related
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tasks such as being empathic, being flexible in the use of counseling methods, being more 
autonomous and interdependent and being less prejudiced towards others (Holloway & 
Wampold, 1986; Stoppard & Miller, 1985). Research also shows a relationship between 
cognitive development and educational level. Individuals with higher levels of education 
tend to have higher levels of cognitive development (Rest, 1986a; Rest, et. al., 1999; Rest 
& Narvaez 1994). Although there is research concerning the relationship of peoples’ 
cognitive development to their functioning in complex environments, to the attainment of 
education levels, and to counseling related tasks, research concerning substance abuse 
counselors and cognitive development is virtually non-existent Cognitive developmental 
theory is a possible framework for examining how counselor recovery status, and 
counselor level of education and experience may impact the cognitive complexity of 
substance abuse counselors.
Counselor Competence and Cognitive Development.
Counselors at higher levels of cognitive complexity possess many of the attributes 
that are needed to be an effective counselor. Holloway and Wampold (1986) conducted a 
meta-analysis of eight studies, which explored counselor conceptual level and counselor 
performance on the following tasks: counselor ability to identify/label and rate client 
affect, to develop clinical hypotheses, to respond with empathy, and to be assertive in 
situations where this is required. Overall, counselors with higher conceptual levels 
performed better on the above tasks than counselors at lower conceptual levels. Miller 
(1981) reviewed over sixty studies, which focused on cognitive complexity of students 
and adults. Overall, individuals with higher levels of cognitive complexity were found to
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have higher levels of empathy, higher levels of internal locus of control, less prejudice 
towards others, more autonomy and interdependence, greater levels of flexibility in 
teaching methods and longer decision latencies.
Birk and Mahalik (1996) examined counselor conceptual level (i.e., cognitive 
complexity) and its impact on counselor supervision. They found that supervisees with 
higher levels of conceptual development rate themselves as having higher developmental 
level characteristics (i.e., more self-confident and more able to focus on their counseling 
effectiveness). Supervisees with higher conceptual development also report feeling less 
anxious and needing less support and structure in supervision.
Further research supports the relationship of higher levels of cognitive development 
and required counseling skills including higher levels of empathy (Bowman & Reeves, 
1987; Heck & Davis, 1973), more effective assertiveness skills (Bruch, Heisler, & 
Conroy, 1981), and more complex hypothesis formation (Holloway & Wolleat, 1980). 
The research clearly supports a relationship between higher levels of cognitive 
development and increased effectiveness in counseling related skills. However, 
substance abuse counselors have not been the subjects studied in any of the reviewed 
research, nor has research specific to substance abuse counselors and cognitive 
developmental level emerged in literature searches. Since existing research shows that 
formal education positively impacts cognitive development (Rest, 1986a; Rest & 
Narvaez, 1994) and as previously discussed, substance abuse counselors come from 
diverse educational backgrounds, research concerning substance abuse counselors’ 
cognitive developmental levels is especially crucial.
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Theoretical Rationale
Cognitive Developmental Theory.
Cognitive Developmental Theory is based on a group of assumptions that describe 
how individuals assimilate information and make meaning of their experiences. The 
three major assumptions of cognitive-developmental theory state:
1. Individuals move through stages of cognition based on how they make meaning 
of their world. The “meaning making” is based on how they take in problems and 
information and how they see the world.
2. The stages of growth or change are sequential and hierarchical. Meaning making 
moves from the less complex to greater levels of complexity of thinking. Persons 
at lower levels of cognitive complexity tend to be rigid, concrete, and less flexible 
in problem solving. Persons at higher levels of cognitive complexity tend to be 
more adaptable and more capable of complex reasoning in problem solving 
(Sprinthall & Thies-Sprinthall, 1983 as cited in Foster & McAdams, 1998).
3. Individuals' growth from one stage to the next depends upon individual and 
environmental interaction. Growth does not occur automatically. Moving from 
one stage to the next is a spiraling process of integration -  disintegration -  
reintegration of meaning making experiences. Without a growth-producing 
environment, individuals will not reach their developmental potential. It was 
once believed that an individual was unable to be flexible in his or her meaning 
making, (i.e., The individual’s view of the world was based on his or her current 
stage of development.) It is now believed that individuals can make meaning of
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their worlds from different stages, but they will have a primary stage from which 
they make meaning at a given time (Hunt, 1975; Kohlberg, 1971; Reiman, 1995; 
Sprinthall, 1978; Sprinthall, Peace, & Kennington, 2001).
John Dewey (1963) was the first to suggest individual development occurs in stages. 
Dewey described a child or adolescent’s growth as a series o f “qualitatively distinct” 
stages. Consistent with the above assumptions, there is a unique way of processing 
information or meaning making in each stage. One stage builds on the next, stages 
cannot be skipped, and the stages of growth occur from the less to the more complex 
ways of meaning making. Cognitive Developmental theory is made up of a number of 
different domains such as cognitive development (Piaget, 1970 a); ego development 
(Loevinger, 1976); moral development (Kohlberg, 1969); and conceptual development 
(Hunt, 1975). For the purposes of this study, the focus will be on conceptual and moral 
development.
Harvey, Hunt, & Schroder (1961) first developed the Conceptual System Theory 
(CST). CST maintains that information-processing systems are different from person to 
person. The way a person takes in information and makes sense of his or her world is on 
a continuum starting from concrete levels of cognitive functioning and moving to higher, 
more complex levels of abstract thinking and processing (Hunt, 1975). Concrete thinkers 
have been described as being less flexible in problem solving, absolute, and categorical. 
Abstract thinkers have been viewed as coping better with ambiguity, demonstrating more 
creativity, considering multiple alternatives, and exhibiting greater levels of self- 
understanding. Given the client, staff, and environmental diversity facing substance
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abuse counselors, the qualities of abstract thinking (i.e., high conceptual level) are 
valuable traits for substance abuse counselors.
Lawrence Kohlberg’s theory of moral development began as an extension of John 
Dewey and Jean Piaget’s work (Kohlberg, 197S). Kohlberg interviewed both children 
and adults and studied their reasoning when addressing moral dilemmas. From these 
interviews, he developed a six stage, three level model of moral development. In keeping 
with the major assumptions of cognitive developmental theory, each stage is qualitatively 
different, sequential and hierarchical in nature (Kohlberg & Wasserman, 1980). Ethics 
and moral issues are of particular importance to substance abuse counselors due to the 
number of moral dilemmas they face on a daily basis (Toriello, 1998). Some of those 
dilemmas are issues of confidentiality and court referred clients, dual relationships such 
as 12-step involvement and sponsorship, child abuse and neglect, knowledge of clients 
using illegal substances, and issues of HIV and AIDS.
Purpose
The purpose of this study is to examine the relationships among counselor education, 
experience, recovery status, conceptual level, and moral judgment of substance abuse 
counselors.
Research Questions
1. How are counselor education, experience, and recovery status related to the 
conceptual complexity of substance abuse counselors?
2. How are counselor education, experience, and recovery status related to the moral 
judgment of substance abuse counselors?
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Sample Description and General Data Gathering Procedures
In the year 2000, an estimated 465,000 counselors were employed nationwide; of 
these, 61,000 were substance abuse/behavioral disorder counselors 
(http://stats.bls.izov/oco/ocos067.htm). Based on this national data, an estimated 9,300 
counselors may be employed as addictions counselors in the Commonwealth of Virginia. 
The target population for this study was substance abuse counselors in the 
Commonwealth of Virginia. The total accessible population included: 1,215 Certified 
Substance Abuse Counselors (CSAC’s), 379 Certified Addictions Counselors (CAC’s), 
44 Master’s Addiction Counselors (MAC’s), and 108 Licensed Substance Abuse 
Treatment Providers (LSATP’s). Seventeen of the counselors had more than one of the 
above credentials; this left 1,729 unduplicated counselors in the accessible population. 
CSAC’s, CAC’s, MAC’s, and LSATP’s were chosen due to their range in educational 
requirements (i.e., GED/ High School Diploma to a Master’s degree). From the total 
accessible population, this researcher attempted to secure the participation of 900 
randomly sampled members from the above mailing lists. At least 313 participants were 
needed to achieve a desired 95% confidence level of representation for the target 
population (Krejcie & Morgan, 1970). Participation in the study was voluntary, and 
participants were asked to complete a General Demographic Questionnaire and two 
research instruments: the Paragraph Completion Method (PCM) and the Defining Issues 
Test (DIT).
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Directional Hypotheses
1. Substance abuse counselor education level is positively correlated with counselor 
conceptual level as measured by Hunt’s Paragraph Completion Method (PCM) when 
demographic variables of gender, age, and race are controlled.
2. Substance abuse counselor number of years of counseling experience is positively 
correlated with counselor conceptual development as measured by Hunt’s Paragraph 
Completion Method (PCM) when demographic variables of gender, age, and race are 
controlled.
3. Non-recovering substance abuse counselors have higher levels of conceptual 
development than recovering substance abuse counselors as measured by Hunt’s 
Paragraph Completion Method (PCM) when demographic variables of gender, age, and 
race are controlled.
4. Substance abuse counselor education level is positively correlated with counselor 
level of moral judgment as measured by Rest & Narvaez’s Defining Issues Test (DIT) 
when demographic variables of gender, age, and race are controlled.
5. Substance abuse counselor number of years of counseling experience is positively 
correlated with counselor moral judgment as measured by Rest & Narvaez’s Defining 
Issues Test (DIT) when demographic variables of gender, age, and race are controlled.
6. Non-recovering substance abuse counselors have higher levels of moral judgment than 
recovering substance abuse counselors as measured by Rest & Narvaez’s Defining Issues 
Test (DIT) when demographic variables of gender, age, and race are controlled.
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7. Substance abuse counselors exhibit lower levels of moral judgment based on their P- 
scores on a substance abuse dilemma when compared to their P-scores on the DIT. 
Limitations o f the Study
Limitations of this study include the following:
1. Since this study was a correlational research design, a causal relationship between the 
chosen variables cannot be assumed (Gall, Borg & Gall, 1996). Even when significant 
correlations are found between two variables, other factors may be contributing to the 
actual cause. A correlational research design is exploring the possible relationship(s) and 
the degree of the relationship(s) among the variables.
2. The sample was based on substance abuse counselors in the Commonwealth of 
Virginia, and the results may not be generalized to other substance abuse counselors 
across the nation.
3. The participants who chose to return the survey may be more motivated and interested 
in their own development and this may bias the results.
Definition o f Terms
Conceptual Level (CL): “A personal characteristic, indexing both cognitive complexity 
(differentiation, discrimination, and integration) as well as interpersonal maturity 
(increasing self-responsibility). A person at a higher Conceptual Level is more 
structurally complex, more capable of responsible actions, and most important, more 
capable o f adapting to a changing environment than a person at a lower Conceptual 
Level” (Hunt, 1975, p. 218).
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Counselor Experience: Amount of counselor experience was determined by the number 
of years the respondent had been working as a substance abuse professional.
Recovery Status -  Recovering Alcoholic / Addict. Recovering Family Member, and 
Non-recovering Counselors: Recovering Substance Abuse Counselor was based on a 
counselor’s self-identification of his or her personal history of alcoholism or drug 
addiction. Family-recovering Counselor was based on a counselor’s self-reporting of 
having family members who have addiction issues, and the counselor attended self-help 
groups such as Al-anon, ACOA or CODA. Although most research includes family- 
recovering counselors with non-recovering counselors, this study chose to have a separate 
category because past research shows a relationship between having addicted family 
members and counseling student cognitive development (Brendei, 1996).
Non-recovering Substance Abuse Counselor was based on a counselor’s self- 
reporting of not having a personal history of alcoholism or drug addiction or being a 
member of self-help programs for family or friends of alcoholics or addicts.
Moral Judgment: Moral judgment is how individuals delineate the morally right course 
of action in a given situation (Kohlberg, 1969). Based on Kohlberg’s moral 
developmental theory, there are three levels and six stages of moral thinking. Each level 
and stage is based on issues of justice and cooperative reciprocity. Kohlberg’s Moral 
Developmental Stages are depicted on the following page.
Summary
Chapter one provides information concerning the statement of the problem, a 
justification for conducting the study, the theoretical basis for the study, provided
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definition of terms used in the study, the research questions studied, the sample 
description and data gathering procedures, and the limitations of the study. Chapter two 
will review the literature associated with cognitive developmental theory, specifically 
conceptual and moral development, substance abuse counselor approaches to treatment 
and counselor characteristics, and the complexity of the substance abuse work 
environment.
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Table 1.1 Kohlberg’s Stages o f Moral Development
WHAT IS RIGHT REASON FOR DOING RIGHT
Level I -  Preconventional
Stage I -  Heteronmous 
Avoidance of punishment, 
obedience, not break rules, 
rules for sake of 
obedience
Because authority says so, 
avoid punishment -  egocentric 
point o f view, not consider others 
point o f view authority view and 
self view blend
Stage 2 -  Individualism, Instrumental Purpose & Exchange
Follow rules for Serve one’s own needs
immediate interest, or interests but
right is what’s fair recognize others’
equal exchange or deal interests -  concrete individualism,
everyone has rights- within 
concrete perspective
Level II -  Conventional 
Stage 3 -  Mutual Interpersonal Expectations & Conformity
Live up to what is expected, 
live up to role or position, 
trust, loyalty, respect important - 
having good motives
Stage 4 -  Social System & Conscience 
Fulfill agreements, laws upheld 
upheld unless conflict with 
(extreme cases) other social 
expectations, contribute to
Be good -  in own and others 
eyes, “golden rule”, support 
and maintain authority, aware of 
shared feelings or expectations 
over own feelings, put self in 
other guys’ shoes
The system is important meeting 
obligations -  “if everyone did it, 
then what would we have?” 
System defines roles and rules
Level III -  Post-Conventional or Principled 
Stage S -  Social Contract or Utility -  Individual Rights
Awareness of individual values, 
opinions, relative nature o f rules, 
rules seen more as social 
contract, but some (e.g., Life 
liberty) must be upheld
Stage 6 -  Universal Ethical Principles 
S elf chosen ethical principles, 
act on principle, not just law, 
act on universal principle o f justice, 
fairness, human rights and respect
(From: Moral Stages and Moralizalion, Kohlberg, 1976)
Abide by laws due to social 
contract, majority protection
(rights o f all) “greatest good 
for greatest number”, 
integrate perspective by formal 
means (e.g., due process, 
contract, see conflict in legal -  
but -  finds it difficult to 
integrate them
Universal moral principles with 
sense of personal commitment 
to them, rational person
recognizing nature of morality for human dignity
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Chapter Two 
A Selected Review o f the Literature
Introduction
In the preceding chapter, substance abuse was established as a critical problem in 
today’s society. Further, substance abuse counselors must be capable of providing varied 
services to a diverse population as a result of the reduction of services available. An 
additional concern is the debate regarding substance abuse counselor licensure. Existing 
research reveals differences between recovering and non-recovering counselors in the 
areas of assessment of problem drinking, employment of different treatment 
methodology, and possessing of different personality characteristics, but it is unclear 
whether these differences are due to substance abuse counselors’ varying levels of 
education, recovery status or another intervening variables. Cognitive developmental 
theory was presented as a framework for examining how differing levels of education and 
experience, as well as recovery status may impact counselor cognitive development. This 
chapter will present the current research on cognitive developmental theory, specifically 
conceptual and moral development, substance abuse counselor approaches to treatment 
and counselor characteristics, and the complexity of the substance abuse work 
environment.
Cognitive Developmental Theory
Cognitive developmental theory grew out of the work of John Dewey and Jean 
Piaget. Dewey (1963) was the first to suggest that a child’s psychological development 
occurs in stages. Prior to his work, children were viewed simply as miniature adults.
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Dewey proposed that children grow in a series of “qualitatively distinct” stages and 
actively construct meaning from their experiences. Growth is not automatic rather, it 
depends upon the quality of the one's environmental interactions.
Applying Dewey’s ideas of stage development to the area of cognition, Piaget 
(1970b) described cognition as the mechanism that regulates one’s connection to the 
environment. Like Dewey, Piaget believed that individuals actively construct meaning 
from their environments. He also proposed that individuals use “thought structures” to 
interpret their world and maintain equilibrium when faced with novel and complex 
stimuli. To make meaning of and adjust to the changing environment, individuals use two 
processes, assimilation (i.e., interpreting the world with existing mental structures) and 
accommodation (i.e., changing existing structures to interpret new information). When 
new information cannot be assimilated into existing structures, disequilibrium occurs. 
Disequilibrium ideally brings about a cognitive shift which promotes a reorganization of 
mental structures, or accommodation, which brings the individual back to a state of 
equilibrium. Through repeated use of assimilation and accommodation, cognitive 
structures evolve over time, resulting in qualitatively new meaning-making abilities 
(Kolbert, 1998). As development continues, individuals are better able to make more 
adaptations to the environment.
Cognitive developmental theory is made up of a number of different domains such as 
cognitive development (Piaget, 1970b); ego development (Loevinger, 1976); moral 
development (Kohlberg, 1969); and conceptual development (Hunt, 1975). The basic 
tenets of cognitive developmental theory are as follows:
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
32
1. An individual’s motivation towards growth and development is intrinsic.
2. Development occurs in stages, and an individual’s current stage is his or her preferred 
mode of comprehending the environment
3. Stage growth is qualitative in nature.
4. Stage growth is hierarchical and sequential.
5. The direction of stage growth is invariant and irreversible.
6. Growth does not occur automatically. Growth is dependent upon the interaction 
between the person and the environment.
7. There is a consistent relationship between a person’s stage of development and his or 
her behavior.
8. Cognitive development is also dependent upon physical development.
9. Stage growth is domain specific.
10. An individual functions at a modal stage rather than a fixed stage.
11. Cognitive development is culturally universal
Although the basic tenets of cognitive developmental theory have been debated, the 
above principles continue to guide theory and research (McAdams, 1988; Piaget, 1970b; 
Sprinthall, 1978; Sprinthall, 2002; Sprinthall, Sprinthall, Oja 1998). Cognitive 
developmental theory specifically the domains of conceptual and moral development, 
provide the theoretical basis for this research.
Higher is Better.
Research substantiates the cognitive developmental tenets that higher stages of 
development are correlated with more effective functioning. Bruch, Heisler and Conroy
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(1981) present two separate studies, both of which focus on cognitive development (i.e., 
conceptual complexity or CC) and assertiveness. In the first study, the participants were 
54 introductory psychology students, who were classified into three equal groups based 
on their scores on Hunt, Butler, Noy and Rosser’s (1978) Paragraph Completion Method 
(i.e., high CC, moderate CC, & low CC). Each group consisted of 18 members; half were 
males and the other half females. No other information was provided regarding the 
participants.
The Paragraph Completion Method (PCM) is semi-projective measure of 
conceptual development. It contains six sentence stems and participants are asked to 
write at least three sentences for each stem. A score of zero (i.e., very undifferentiated 
response) to three (taking two viewpoints into account simultaneously) is given to each of 
the six responses. Each response score is added together to come up with a final score.
A low score is 0 -  1.0, and a high score is 2.0 and above. Two trained raters scored the 
PCM protocols independently, and the interrater reliability coefficient was 0.83. This 
level of reliability is consistent with the PCM manual which reports inter-rater reliability 
of the PCM ranges from .80 to .95 and test-retest reliability for a one-year period of time 
was .45 to .56 and for a three-month period of time was .67. The validity of the PCM has 
“been established in over 100 studies; its validity is generally accepted in the educational 
community” (p. 60, Hunt, Butler, Noy, & Rosser’s, 1978).
The measures of assertive behavior were the Schwartz and Gottman (1976) Three 
Sets of Rights Assertions Situations, which includes the Assertiveness Knowledge 
Inventory (AKI), Hypothetical Behavior Role-Playing Assertion Test (HYPO) and the
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Reduced Behavior Rehearsal Assertion Test (RBRAT). The Assertiveness Self- 
Statement Test (ASST) was also given to assess the cognitive responses of the 
participants. To tests for “order effect” of the assertion instruments, participants were 
randomly assigned to varying orders of taking the HYPO, the AKI and the RBRAT. 
Results showed no significant order effects or group X order interactions for any of the 
three measures.
The AKI provides the reader with unreasonable written requests. Participants were 
asked to write refusal responses to the requests and these responses were evaluated to 
determine whether the participant knew what an assertive response would entail. The 
purpose of the AKI is to assess participant content knowledge concerning assertion in 
nonstressful situations.
The HYPO assesses participants' ability to provide an oral response in limited 
circumstances. Participants listened to an audiotape of different situations and were 
asked to oral response to each situation as if they were modeling a good assertiveness 
response for a friend. The REBRAT is also composed of audiotape segments but the 
participants were asked to verbally respond to the segments as if they were being 
confronted with an unreasonable request and they were actually speaking with the person 
making the request. The REBRAT assesses participants’ ability to develop and deliver 
an assertive response in “real life” situations. Two judges independently rated the 
participants’ responses to the above instruments using a 5-point scale (1 = unqualified 
acceptance to 5 = unqualified refusal). The interrater reliability levels were 89% for the 
AKI, 88% for the RBRAT and 90% for the HYPO. Independent scorers also rated the
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participants’ responses to the HYPO and RBRAT for “obligation statements” (i.e., 
“giving a brief, honest explanation, suggesting a compromise that doesn’t violate one’s 
needs, and expressing consideration for the needs of others”). The interrater reliability 
for coding obligation statements was 0.96.
The Assertiveness Self-Statement Test (ASST) is a 32-item, 5-point rating scale used 
to evaluate the role of cognition in assertiveness expression. The ASST is composed of 
16 positive and 16 negative self-statements. The participants were asked to rate on a 5- 
point scale, how often the 32 statements characterized their thoughts while taking the 
RBRATE. Two separate 2 X 2  analysis of variance tests were ran on the AKI, HYPO, 
and the RBRAT. The findings were: the high CC group “demonstrated greater content 
knowledge, direct delivery skill, and fewer negative self-statements that inhibit 
assertiveness”, (p. 377)
The strengths of this study are the authors use a variety of instruments to examine 
specific areas of CC and assertiveness (i.e., assessing what entails an assertiveness 
response, the ability to deliver an assertive response in low stress situations, the ability to 
model good assertiveness skills and the ability to be assertive in “real life” situations), 
and they also provide detailed information concerning the procedures used to improve the 
interrater reliability of the subjective data. Two weaknesses of the article are little 
information is provided concerning the participants, which makes generalizations to other 
populations difficult, and the study fails to provide reliability and validity information for 
all of the instruments. The authors cite Schwartz and Gottman (1976) as providing more 
information concerning the assertion instrumentation but this article fails to give detailed
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reliability and validity information as well. Other sources such as Buros Institute of 
Mental Measurements and ERIC were consulted but information concerning the 
reliability and validity of the assertion instruments could not be located.
In the second study, the authors were comparing high CC individuals and low CC 
individuals’ assertiveness skills in difficult situations, simple situations, situations where 
assertive behaviors are not needed, situations where extended assertiveness was needed, 
and the level of obligatory statements in assertive and nonassertive situations. The 
authors were also interested in sex-role flexibility (i.e., androgynous vs. feminine sex 
roles and level of assertive behavior). The participants were 92 female students from 
educational psychology courses. Of the 92 students, 39 students were chosen based on 
their PCM scores (i.e., two groups - high CC and low CC). Of the 39 students, 28 
students volunteered to participate in the study.
The assessment measures were the College Women’s Assertion Sample (CWAS) and 
the Bern Sex-Role Inventory (BSRI). In the current study, the authors broke the CWAS 
items into three separate groups, College Woman’s Assertion Sample-Simple (CWAS-S) 
(i.e., items dealing with situations not of great difficulty such as dealing with a roommate 
or stranger who was causing some small inconvenience), College Woman’s Assertions 
Sample-Difficult (CWAS-D), and the College Woman’s Assertions Sample -  
Nonassertive (CWAS-NA) (i.e., items warranting a submissive response; for example a 
parent makes a special request that is in conflict with the needs of the participant).
The CWAS consists of 52 audiotape items. Each item presents a brief description of 
an interpersonal encounter. Participants are asked to respond to items ‘exactly as they
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would if actually experiencing it as they hear it’ (p. 406, MacDonald & Tyson, 1984). 
Participants’ responses are recorded and rated based on a 9-point scale, nine being an 
aggressive response (i.e., “strong refusal delivered in an antagonistic manner”), eight 
being a highly assertive response (i.e., “articulate refusal without apologies, avoiding, or 
fabrications”), five being a minimum assertive response (i.e., “some compromise, but on 
the subject’s terms”), four being a partially submissive response (“neither refuses nor 
agrees to meet the demands”), and 1 being a totally submissive and compliant response.
In their 1984 study, MacDonald and Tyson established the face validity, the content 
validity and the criterion related validity of the CWAS. To establish face validity, 121 
undergraduate women were asked to rate the CWAS on the following criteria, “clarity, 
realism, and apparent relevance to assertion” (p. 407). The authors reported face validity 
was established and presented mean values but failed to provide the scale on which to 
base the mean scores. Content validity was established by having ISO undergraduate 
women respond to the items on the CWAS, and two independent judges scored the 
responses to see if the current sample scores fit the previously identified assertion 
response categories. On average, the responses from this sample fit the existing 
categories 97.8% of the time. Criterion-related validity was established by comparing the 
results of the CWAS to a behavior sample (i.e., direct observation), self-report, the scores 
on the Jackson’s Personality Research Form (PRF) and the Edwards Social Desirability 
Scale. The results support both convergent and discriminant validities of the CWAS.
The authors report the CWAS showed a strong correlation with the PRF and a non-
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significant correlation with the Edwards, which suggests that individual differences in 
assertion as measured by the CWAS are not contaminated by social desirability.
The Bern Sex-Role Inventory (BSRI) was developed in 1974 and is used to measure 
gender role perceptions. The BSRI measures masculine and feminine sex roles as well as 
measuring androgyny. According to Bern (1974), individuals who are highly 
androgynous are less bound by traditional masculine or feminine sex roles, show 
increased levels of flexibility and adaptability, and feel more comfortable engaging in 
behaviors appropriate for males or females. The BSBI has demonstrated high internal 
consistency and test-retest reliability. The coefficient alphas for masculinity (.86) and 
femininity (.82) establish high reliability. The BSRI test-retest reliability with a sample 
of 56 males and females over a four-week period of time is masculinity r = .90, 
femininity r = .90 and androgyny r = .93. In 1998, Holt reassessed the validity of the 
BSRI and found “that all of the masculine and all but two of the feminine adjectives were 
rated as significantly more desirable for a man or a woman... [which] suggests that the 
BSRI may still be a valid measure of gender role perceptions” (p. 4).
In the current study, trained judges independently rated the participants responses and 
the interrater agreement percentages were 90% for the CWAS-D, 81% for CWAS-NA, 
and 80% for the CWAS-S. Based on the results of the t-tests, high CC participants were 
more assertive than low CC participants but only in difficult situations, and high CC 
individuals were able to maintain their assertiveness position even when being 
challenged. Concerning frequency of obligation statements, high CC participants scored 
highest and their responses were more reflective of the other person’s needs. Finally,
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high CC participants were more likely to rate themselves, as androgynous where low CC 
participants were more likely to rate themselves as feminine.
The strength and weaknesses of this study are the same for the first study. The 
authors use a variety of measures to gather specific information but fail to provide much 
information about the participants, which makes generalizing beyond this study difficult. 
In spite of the weaknesses presented, the above studies provide support for the argument 
that individuals with higher levels of cognitive development exhibit more effective 
functioning specifically in the area of assertiveness.
Strohmer, Biggs, Haase, and Purcell (1983) performed a study exploring the 
relationship of cognitive complexity, counselor anxiety and disability condition on 
accurate empathy in student counselors. The participants were 28 graduate counseling 
students enrolled in a counseling theories course. The students volunteered to participate 
in the study in exchange for academic credit. All participants received training in 
empathy skills and were involved with their first practicum experience. The participants’ 
ages ranged from 22 to 53 with a mean age of 31.6.
The Paragraph Completion Method (PCM) was used to assess cognitive complexity 
and was administered one month prior to the intervention. The intervention included 
participants viewing eight videotaped vignettes, four depicting clients with disabilities 
and four without disabilities. The level of disability ranged from none to severe. 
Following the viewing of a vignette, participants were asked to record their verbal 
responses, which were “designed to facilitate the client’s self-exploration of his or her 
expressed problem” (p. 134). Two trained independent raters evaluated the participants’
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responses on Carkhuff s (1969) Accurate Empathy Scale (AE). The ratings ranged from 
1 (detract significantly) to 5 (adds significantly). The interrater reliability was r = .87 and 
interrater agreement was 89%. Dibner’s (1956) cue count was utilized when assessing 
counselor level of anxiety. The cue count scale originally consisted of two separate 
scales of verbal and nonverbal items. In the current study, the authors combined the two 
scales to include both verbal speech disruptions and nonverbal characteristics into one 
total score. Each participant’s response was scored by two trained raters who’s interrater 
reliability was r = .94 and their interrater agreement was 70%. A median split was used 
to assign participants to both high or low anxiety groups and high or low complexity 
groups. Two trained independent judges scored the PCM as well and their interrater 
reliability was r = .83.
The relationship of empathy to the three independent variables (i.e., client disability- 
nondisability, cognitive complexity, and anxiety) was tested in a 2 X 2 X 2 analysis of 
variance with repeated measures across the disability -  nondisability condition. The only 
significant main effect on empathy rating was for cognitive complexity (p < .05). 
Participants with higher cognitive complexity scores had higher empathy scores. The 
main effect for both anxiety and disability status was not significant. Further analysis 
evaluated both the high cognitive complexity and low cognitive complexity group 
empathy scores in relation to level of anxiety. Under moderate levels of anxiety, 
participants with higher cognitive complexity scores maintained higher levels of empathy 
than did participants with lower cognitive complexity scores. Under high levels of
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anxiety, both the high and low cognitive complexity group scored lower on level of 
empathy.
The authors identified the following limitations, restricted range of empathy ratings, 
small sample size and limited generalization of findings due to the use of counselors in 
training rather than practicing counselors. Even with the given limitations, the study’s 
findings continue to provide support that higher levels of cognitive complexity are indeed 
related to more effective functioning.
Another study, which explored the cognitive development levels of counselors in 
training, was Duys’ (1998) work concerning the impact of an intensive counseling skills 
training course on the cognitive complexity levels of novice counselors. A quasi- 
experimental research design, including a treatment and a control group, was employed. 
The participants were master’s students attending a large midwestem university 
counseling training program. Initially, 42 students volunteered to participate in the 
treatment group (i.e., students enrolled in the basic skills training course) and 52 students 
volunteered to participate in the control group (i.e., other graduate counseling students 
who had not taken the basic skills course but were enrolled in other counseling courses 
during the same time interval). Six participants withdrew from the treatment group and 
16 of the participants withdrew from the control group. This left 36 participants in the 
treatment group and 36 participants in the control group. The treatment group members’ 
demographics were, ages which ranged from 21-51 with a mean age o f27.69, number 
of hours of completed course work ranged from 0-39  with a mean number of hours 
being 15, number of years of counseling experience ranged from 0 - 7  with a mean of
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1.58, and there were 27 women and 9 men. The demographics of the control group were, 
ages which ranged from 22 - 52 with a mean age of 30.31, number o f hours of completed 
course work ranged from 0-18 with a mean number of hours being 3.5, number of years 
of counseling experience ranged from 0-12  with a mean of 1.35 and there were 28 
women and 8 men.
The Role Category Questionnaire (RCQ), as standardized by Burleson and Waltman 
(1988) was used to measure levels of cognitive complexity. The RCQ is made up of two 
open-ended questions, which asks the participant to describe two peers who are his or her 
own age. The first “peer’' is someone the person likes and the second “peer” is someone 
the person does not like. Detailed instructions included on the questionnaire encouraged 
participants to describe peers’ personal characteristics, habits and mannerisms. 
Participants are asked to spend about 5 minutes on each written description. Because a 
list of possible descriptors is not included on the questionnaire, the participants provide 
interpersonal constructs in their responses that are contingent on their current level of 
cognitive complexity. According to the logic behind the instruments design, the higher 
one’s level of cognitive complexity, the more one will generate higher numbers of 
constructs when describing a peer.
Scores on the RCQ generate continuous data and have no upper limits. Reported 
mean scores for undergraduates taking the RQO range from 22.59 to 25.39, and the test- 
retest reliability values range from .84 to .86 over a 1-month period of time (O’Keefe, 
Shepherd, and Streeter, 1982). Test-retest reliability scores over a 4-month period of 
time are reported as high as .95 (Crockett, Press, Delia, & Kenney, 1974). With regard to
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the validity of the RCQ, higher scores on the RCQ are positively correlated with higher 
numbers of personal attributes and with more conceptual knowledge (Meyer, 19%) and 
with higher social cognition skills including social perspective taking and social construct 
abstractness (O’Keefe and Sypher, 1981). RCQ scores have been shown to be unrelated 
to intelligence (Allen, Mabry, and Preiss, 1997) and are not confounded by writing skill 
levels (Burleson and Rowan, 198S).
Participants completed the RCQ and an author constructed demographic 
questionnaire during the first two-weeks of the academic semester. Posttests of the RCQ 
were administered during the final two-weeks of that same semester. At the end of the 
semester, three advanced doctoral students enrolled in counselor education and 
counseling psychology programs were trained to score the RCQ protocols. The interrater 
correlation among the three trained scorers was above .90. An analysis of covariance was 
calculated comparing the scores of the control group and the treatment group, and the 
alpha level was set at .01. The results indicated that participants involved in the basic 
counseling skills course (i.e., the treatment group) demonstrated higher levels of 
cognitive complexity than participants who were not in the basic counseling skills course 
(i.e., the control group). Also, no predictive linear relationship was found between the 
variables of age and number of years of supervised counseling experience.
Limitations cited by the author include limited generalizability o f the results due to 
the participants being from one public university, and the counselor education students 
were not distinguished from counseling psychology students. Other institutions with 
separate programs may obtain different results if replicating the study. Also, other
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programs may structure their basic skills training course differently, which could impact 
study findings. A fourth limitation cited was the use of written statement to the RCQ 
questions versus using tape recordings of participants’ verbal responses. The use of tape- 
recorded responses may have produced richer data. A final limitation of this study has to 
do with participant self-report issues. It was assumed that participants honestly reported 
demographic information such as age and number of years of supervised counseling 
experience. Duys’ (1998) results along with the findings of Strohmer, Biggs, Haase, and 
Purcell (1983) and Bruch, Heisler and Conroy (1981) provide convincing support for the 
cognitive developmental tenet “higher is better”. Additional research, which provides 
further support, includes Borders, Fong, and Niemeyer’s (1986) research, which found 
that counselors operating at higher levels of ego development demonstrated a greater 
understanding of the process of counseior-client relationship than did counselors at lower 
levels.
Conceptual Systems Theory/Conceptual Development.
Conceptual System Theory (CST) is a cognitive developmental approach, which 
maintains that individuals’ interaction with their environment is the key to conceptual 
growth. Optimal environmental conditions are necessary for conceptual growth to occur. 
Harvey, Hunt, and Schroder (1961) developed the CST and defined a conceptual system 
as “a schema that provides the basis by which the individual relates to the environmental 
events he experiences” (p. 244 -  245).
In the1975 article, Person-Environment Interaction: A Challenge Found Wanting 
Before It was Tried, Hunt describes the B-P-E Paradigm, which is the foundation for the
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conceptual systems theory. The B-P-E paradigm is based on the Lewinian formula, B=f 
(P, E). “B” is the behavior; “f” is function; “P” is the person; “E” is the environment, 
which means behavior is a function of a person and his or her environment. Individuals’ 
levels of cognitive sophistication and complexity will impact how they process 
environmental experiences. In other words, B = f  (P, E) reflects how individuals make 
meaning of their world, and these frameworks of meaning influence behavioral choices 
made in any given situation. Based on this paradigm, Hunt developed his Conceptual 
Level Matching Model. Hunt described conceptual level as: “a person characteristic, 
indexing both cognitive complexity (differentiation, discrimination, and integration) as 
well as interpersonal maturity (increasing self-responsibility). A person at a higher 
conceptual level is more structurally complex, more capable of responsible actions, and 
most important, more capable of adapting to a changing environment than a person at a 
lower Conceptual Level” (p. 218).
Conceptual Level Matching Model.
Hunt developed a four-stage model that describes an individual’s level of conceptual 
development along with the mode or environmental structure in which he or she may best 
leant. The Conceptual Level Model (CLM) was first developed to address teacher 
personality and teaching styles in the classroom (Hunt & Joyce, 1967). The model was 
later adapted and applied to counselor education, counseling practice, and counseling 
supervision (Cognitive Developmental Seminar Class notes, College of William & Mary, 
Fall 1999). Below is a brief description of Hunt’s stages and corresponding levels of 
structure (Hunt, 1971), adapted for counseling (Sprinthall, 2002).
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Hunt’s Stages and Levels o f Structure 
Stage -  n o- The individual is unsocialized and avoids external imposition. Ambiguity 
cannot be tolerated.
Stage -  1.0 : The individual’s focus is behaving in socially acceptable ways. Information 
is processed in dichotomous ways (i.e., things are right or wrong - no gray areas). The 
level of structure needed is Mode A (High Structure).
In Mode A, learning concepts need to be given in a concrete fashion for short periods 
of time. The individual should be given ample time to practice the new skill being 
learned. He or she may require “multiple organizers” to be provided by the teacher. 
Learning tasks need to be broken down into small steps and repeated to ensure 
understanding.
Counselors functioning at stage 1.0 exhibit the following behaviors: Strong evidence 
of concrete thinking; Exhibits compliance and expects the same from clients; Is low on 
self-direction and initiative - needs detailed instructions; Non-verbals are often 
incongruent; Counsels in a robot fashion; Needs immediate reinforcement; Difficulty in 
tracking clients; Inaccurate on active listening; Enjoys highly structured activities for self 
and for clients; Is very uncomfortable with ambiguous assignments-prone to anxiety; 
Follows a counseling model as if it were “craved in stone”; Doesn’t handle emergencies 
well; Is reluctant to talk about own inadequacies; Low on self reflection and high on 
anxiety (Sprinthall, 1989 as cited in Peace, 1992).
Stage -  2.0: The individual is now more open to ideas from others and begins to focus on 
his or her own thoughts and feelings. The individual shows increased tolerance for
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uncertainty in situations and information given as an absolute is questioned. The level of 
structure needed is Mode B (Moderate Structure). In Mode B, the level of structure is 
provided at a lesser degree. Information may be provided in a bit more abstracted way 
and with few advance organizers from the teacher.
Counselors functioning in stage 2.0 demonstrate the following behaviors and 
abilities: Separates facts, opinions and theories about counseling; Employs some 
different models in accord with client differences; Shows some resistance to some 
models; Shows some evidence of systematic “matching and mismatching”- can vary 
structure; Is open to innovations and can make some appropriate adaptations; Evidence of 
self reflection; Shows sensitivity to emotional needs-responds to a variety of client 
feelings; Enjoys some level of autonomy and self-directed learning as a goal for self; 
Accurate on active listening with most clients; Appropriate ratio of content/feeling 
responses; and non-verbals are usually congruent (Sprinthall, 1989 as cited in Peace, 
1992).
Stage -  3.0: The individual now has interdependence with one’s self and the 
environment and has “selective openness” to external impositions. The level of structure 
needed is Mode C (Low Structure). In Mode C, the individual is able to take in abstract 
information over long periods of time and may need only one practice session to learn 
new information. Few advance organizers are needed from the teacher. Learning tasks 
no longer need to be broken down into parts.
Counselors at stage 3.0 have the following behaviors: Understands counseling as a 
process of successive approximations; Non-verbals are congruent; Shows evidence of
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originally in adapting innovations to the client’s needs; Is comfortable in applying all 
appropriate models; Is most articulate in analyzing his or her own counseling in both 
content and feeling; Has high tolerance of ambiguity and frustration -  can stay on task in 
spite of major distractions; Does not automatically comply with directions -  asks 
supervisor’s reasons; Fosters an intensive exploratory approach with clients when 
appropriate; Responds appropriately to the emotional needs of all clients; Can move “up” 
and “down” on the active listening scale; Can “match” and “mismatch” with expert 
flexibility; Appropriate balance of support and challenge (Sprinthall, 1989 as cited in 
Peace, 1992).
To assist the individual in moving from one stage to the next, the teacher (supervisor 
or counselor) will match the level of structure needed by the student (supervisee or client) 
then gradually mismatch (i.e., match plus one) the student’s level of structure. The 
mismatch will “stretch” the student to promote growth. Hunt (1975) referred to the 
matching of a student’s current level or need for structure as a “contemporary match” and 
the slight mismatch as a “developmental match”. The goal is for the individual to reach 
the highest level of cognitive functioning possible.
The Conceptual Systems Theory and the Conceptual Level Matching Model have 
both been heavily researched. Holloway and Wampold (1986) conducted a meta-analysis 
reviewing 24 studies concerning counselor conceptual level and counseling-related tasks. 
The investigation focused on: (1) counselor performance as related to conceptual level 
(CL), and (2) matching CL and environmental structure. The studies in the meta-analysis 
were gathered from the computer search program, Psych INFO and spanned the years of
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1967 to 1983. Two doctoral counseling psychology students quantified the 
methodological characteristics of the studies and calculated the effect sizes. The 
methodological characteristics examined were: sample size, age, population, situation 
(i.e., participants were counselors in training, counselors, etc.), assignment (i.e., random 
or non-random), calculation of equal sample sizes, ecological validity, instrumentation, 
complexity of task, evaluation of design, CL instrument, assignment to CL group, 
interrater reliability of CL instrument, and complexity discrepancy. The studies were 
also classified into two categories. “Type A” studies examined the CL of participants 
and their execution of counseling related tasks. “Type B” studies explored the CL of 
participants and its relations to performing counseling related tasks as well as, exploring 
the impact of varying levels of environmental structure. The findings in Type A studies 
indicated that participants with higher CL performed better than participants with lower 
CL. For the Type B studies, participants with higher CL did not out perform participants 
with lower CL but environmental differences were found. Participants with higher CL 
level out performed participants with lower CL in situations with less environmental 
structure. Also, participants with lower CL performed best in highly structured 
situations. When examining the discrepancies in the above findings, the authors reported 
that there were more Type B studies (16) than Type A studies (8) indicating more 
credibility in the Type B studies findings.
The limitations of the meta-anaiytic procedure include the loss of data due to studies 
not matching either Type A or Type B methodology and missing or omitted from the 
original studies. Also, the ratio of effect size was large given the small number of
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studies, and the sample was not a homogenous sample therefore generalizability is 
limited. Given these limitations, the authors suggested further research is needed.
Another study focused on CL and clinical hypothesis formation (Holloway & 
Wolleat, 1980). Thirty-seven first semester counseling and guidance students were given 
the Paragraph Completion Method (PCM) and one month later, they viewed a video 
taped counseling session and completed the Clinical Assessment Questionnaire (CAQ).
The CAQ was adapted from Watson’s (1976) interview format, which measures 
clinical hypothesis formation. The CAQ is designed to obtain information concerning a 
counselor’s hypotheses about a clinical problem by focusing on five written 
tasks/characteristics. These tasks are: (a) elements in understanding the client (i.e., 
including behavioral and personal characteristics), (b) time frames used in understanding 
the client (i.e., present or past), (c) categories of information used to support conclusions 
(i.e., client statements, kinesthetic behavior, social-psychological issues, or 
counselor/client relationship), (d) number of instances used to support conclusions, and 
(e) number of divergent questions. A final category was added concerning the “overall” 
rating of the clinical hypothesis. The overall score ranged from one to three. The above 
tasks/characteristics one, two, three, and five, were rated from zero - task/characteristic 
not present or one - task/characteristic present, and tasks four and six were measured by 
frequency counts. Two trained raters scored the CAQ. The interrater reliability ranged 
from .85 to .94 for categories one -  six and .64 for the overall category. The statistical 
analysis of data used multiple regression (i.e., the two factors consider were the 
participant’s conceptual level and clinical experience). The results indicated that CL, not
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the amount of clinical experience, was positively related to the “quality and clarity” of 
forming clinical hypotheses. A positive relationship was also found between CL and the 
number of divergent questions asked by participants regarding client behavior. In other 
words, participants with higher CL searched for more information when making a clinical 
assessment. The limitations of the study include a small sample size, analogue design, 
and the use of students as participants, which limits the generalizability of the findings. 
Even with the limitations, the findings provide support for the theory of conceptual 
development, that is individuals with higher levels of cognitive development are better 
equipped to process complex information and are more creative in their questioning.
Diambra (1997) investigated “the relationship between experience, credentials, ego 
development and conceptual level of National Certified Counselors” (p. 2). Four hundred 
National Certified Counselors were surveyed and of the total surveyed, 134 usable 
surveys were returned. The demographic information for the participants was: 76% or 
102 were females, 24% or 32 were males, the age range was 25 to 74 with a mean age of 
47.58 years, and 97% or 131 were White, 2.3 % or 3 were African American, and 1 was 
“other”. The number of years as a NCC was .50 to 13.00 with an average of 6.43 years 
of experience and 23% or 30 of the participants reported having doctoral degrees, 75% or 
101 had a master’s degree (as their highest degree), and 2% or 3 had an education 
specialist degree. Fifty-seven percent of the participants reported having a professional 
license and 43 % reported not having a professional license.
The Sentence Completion (SCT) test (also known as the Washington University 
Sentence Completion Test) was used to measure participants’ level of ego development
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and the Paragraph Completion Method (PCM) (also known as the Learning Style 
Questionnaire and previously discussed) was used to measure participants’ level of 
conceptual development. The SCT is made up of 18 sentence stems which participants 
are asked to complete. There is one version for women and one for men or one for both. 
Scores on the SCT range from 1 to 10. The test can be scored by professionally trained 
scorers (inter-rater reliability of .90 to .96) or by self-taught raters (inter-rater reliability 
of .89 to .92). Reliability scores for the SCT range from .76 to .85 and test-retest 
correlation was .91.
Statistical analysis of the data was multiple regression. Level of significance was set 
at .05. The control variables were race, sexual orientation and gender. The independent 
variables were the type of counselor experience (i.e., community, school, or mental 
health setting) and amount of experience (i.e., number of years as an NCC) and the 
dependent variables were level of ego development and level of conceptual development.
The results indicated no significant difference was found between the amount of 
experience and credentials of the NCC’s and their levels of ego or conceptual 
development. The author goes on to report, “a trend was apparent” between level of 
educational / level of professional licensure and ego development. The pre-designated 
level of significance was .05 and the level attained was .056, which suggests that there 
may be a relationship between higher levels of education and ego development.
Significant differences were found related to type of counselor experience. NCC’s in 
school settings had significantly lower ego development scores than those in mental 
health or community settings. According to the author, possible reasons for the lower
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scores among school counselors may be that school counselors lack the exposure to adult 
clients who present with higher levels of ego development, a difference in academic 
preparation of school counselors versus mental health or community counselors (i.e., 
many school counselors were first trained as teachers) and school counselors may lack 
the needed supervision and mentoring required to support cognitive developmental 
growth.
When controlling for age, NCC’s in schools or mental health settings scored 
significantly higher on conceptual development than NCC’s in community settings. This 
result is inconsistent with the above findings. School counselors are now found to be 
higher in ego development than community counselors. One consistent finding is NCC's 
working in mental health settings score higher on both ego and conceptual development. 
The author suggests that NCC’s in mental health settings may be better matched 
conceptually and environmentally which leads to higher levels of cognitive development.
The limitations cited by the author include: the current sample may not be 
representative of various state licensed counselors, the small sample size as well as the 
lack of diversity among participants (i.e., few minority counselors) reduces the 
generalizability of the results, and there was a restricted range of levels of ego 
development which may have decreased the likelihood of significant findings. The 
limitations aside, the results of this study suggest that the matching counselor work 
environments and counselor conceptual level may lead to increased levels of cognitive 
development. This finding provides further support for Hunt’s Conceptual Matching 
Model.
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Brendel, Kolbert, and Foster (2000) conducted a longitudinal study concerning the 
developmental changes that occur in graduate students participating in a counselor 
preparation curriculum designed to increase the cognitive complexity, moral reasoning 
and teach the students the basic skills of counselor education. The sample was comprised 
of 32 students enrolled in a 39 to 48-semester hour program at a medium sized 
southeastern state university. Two participants withdrew from the counseling program 
and were subsequently dropped from the study. Of the remaining participants. 23 were 
women (76.7%), 27 were Caucasian (90 %), 2 were African American (6.7%) and 1 was 
Hispanic (3.3%). Their ages ranged from 21 to 56 with a mean age of 28.5. Twenty 
were full-time students (9 or more credit hours per semester) and 10 were part-time 
students. The participants’ course of study included: 11 were studying school counseling 
(36.7%), 10 were studying community counseling (33.3 %) and 9 were studying 
addictions and community counseling.
The curriculum and education model included various strategies designed to increase 
students’ developmental level including the use of a The Deliberate Psychological 
Education (DPE) model A DPE Model is an education and training model, which 
incorporates Hunt’s (1975) Conceptual Level Matching Model, moral problem solving 
and role taking experiences, and the “conditions for psychological growth” (Sprinthall & 
Mosher, 1978 cited in Foster & McAdams, 1998). Sprinthall (1994) developed the 
conditions for psychological growth, which are (a) a role-taking experience, (b) guided 
reflection, (c) a balance between action and reflection, and (d) continuity, or being in a
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educational or supervision situation which incorporates the conditions of growth for 6 
months to a year.
The cognitive developmental domains of conceptual complexity and moral reasoning 
were assessed by Hunt, Butler, Noy and Rosser’s (1977) Paragraph Completion Method 
(PCM, which was previously discussed) and by James Rest’s (1986b) Defining Issues 
Test (DIT), Short Version. The DIT, Short Version is an objective measure of moral 
reasoning based on Kohlberg’s theory of moral development. When taking the DIT, 
participants are asked to read a short story and decide what action the protagonist of the 
story should take. The three options are: l-shoulddoit;2-can’tdecide;3-shouldnotdo 
it. The participant is then given twelve pre-constructed rationales for the action taken to 
resolve the story’s dilemma. The twelve rationales are based on Kohlberg’s stages of 
moral development. The participant is asked to designate a level of significance for each 
of the twelve rationales in the decision-making process and to select the four most 
important solutions and rank order them. Scores for the DIT are gathered from the last 
four ranked solutions. The Principle thinking score (P score) is the most commonly 
reported score on the DIT. The score is based on the relative importance the participant 
gives to items representing the highest stages of moral reasoning (i.e., Kohlberg’s stages 
5 and 6). A subject’s P scores can range from 0 - 95. Higher P scores indicate higher 
levels of moral development (Rest, Narvaez, Bebeau, & Thoma, 1999; Rest, Thoma, 
Narvaez, Bebeau, 1997). Test-retest reliability for the DIT ranges from .70 to .80 and 
internal consistency reliability is between .70 and .80. The DIT, Short Version, is 
considered to have the same properties as the longer version (Rest, 1986b). The
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correlations between the short and long versions are .91 (n = 1080) and .93 (n = 160) for 
P-index scores (Rest, 1986a).
The statistics for this study included repeated measures ANOVAs. Participant mean 
scores were compared across 3 periods of time, at the start of the program, at one-year 
into the program, and at two-years into the program. Participants' DIT mean scores, 
although not significant, increased between the first and second and second and third 
testing periods. (One participant did not fully complete the DIT and could not be 
classified). As for cognitive complexity, there was a significant change in the mean 
scores F (2,54) = 3.682, p < .05; eta squared = 0.130; power = 0.653). The Tukey (HSD) 
test was conducted during post hoc analysis of the mean levels of cognitive complexity. 
The participants displayed a non-significant decrease in cognitive complexity from the 
start of the program to the beginning of their second year. From the start of their second 
year to the completion of their second year, there was an increase in the students’ 
cognitive complexity but it was non-significant. Overall, the students displayed a 
significant increase in cognitive complexity from the start of the program to the 
completion of their second year in the program. For most students (80%), the increase in 
cognitive complexity occurred following the completion of their fieldwork.
The authors provide three reasons for the increase in students' cognitive complexity 
but not in students’ moral reasoning. One possible reason was the counselor education 
program lacked an element specific to moral growth, which was a dilemma discussion 
method. Another possibility given is that the conceptual domain has “primacy” over 
moral development. In other words, conceptual growth may be a prerequisite for future
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gains in moral development. The final explanation explored was that a given domain 
might take different precedence at different periods in the life cycle or during different 
life tasks. Cognitive complexity may have taken precedence over moral reasoning due to 
the students need for learning counseling theories and techniques such as active listening 
skills.
The limitations of this study include the participants were from one training program 
and the program was seeking accreditation by the Council on Accreditation for 
Counseling and Related Educational Programs (CACREP). The sample size is small and 
the study lacks a control group, which prevents an interpretation of causality. Even with 
these limitations, this study and the studies above provide support for the importance of 
conceptual development and its relationship to counseling related skills and also suggest 
continued research is needed.
Moral Development and the Work o f Lawrence Kohlberg.
To date, one of the most influential forces in the field of moral development has been 
the writings of Lawrence Kohlberg. Kohlberg’s work began as an extension of John 
Dewey and Jean Piaget’s work on moral development (Kohlberg, 1975). According to 
Kohlberg, a cognitive developmental view of morality is, “a natural product of a 
universal human tendency toward empathy or role taking, toward putting oneself in the 
shoes of other conscious beings. It is also a product of a universal human concern for 
justice, for reciprocity or equality in the relation of one person to another” (p. 675, 
Kohlberg, 1975).
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To determine an individual’s level of moral development, Kohlberg interviewed both 
children and adults and studied their reasoning when addressing moral dilemmas. A 
moral dilemma occurs when individuals are faced with choosing between two or more 
reasonable courses of action, either of which can be supported by ethical or moral 
principles, and may have significant consequences (Blackwell, Martin, and Scalia, 1994; 
Corey, Corey, and Callanan, 1997; Wilson, Rubin and Millard, 1990). Kohlberg was 
more interested in the moral justifications given by the interviewees rather than the final 
decision o f the interviewees (Kurtines & Gewirtz, 1984). The interview format Kohlberg 
used was the Moral Judgment Interview (MJI). The MJI is made up of three hypothetical 
dilemmas. The interviewees are asked how the main character ought to respond and 
resolve the problem. The dilemmas focus on preserving life versus upholding the law, 
leniency versus punishment for individuals who break the law, and obeying authority 
versus upholding an agreement (Reimer, Paolitto, & Hersh, 1983).
From the Moral Judgment Interviews, Kohlberg developed a six stage, three level 
model of moral development. In keeping with the major assumptions of cognitive 
developmental theory, each stage is qualitatively different, sequential and hierarchical in 
nature (Kohlberg & Wasserman, 1980). Moral reasoning develops from an initial focus 
on hedonistic and physical concerns to a recognition of and identification with 
interpersonal and societal expectations to a holistic perspective that incorporates general 
principles of freedom, equality, and solidarity from more specific societal or 
interpersonal expectations, norms, or laws. Higher levels of moral reasoning predict 
correspondingly higher levels of moral action (Thoma & Rest, 1986). Below is a
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summation of Kohlberg’s Levels and Moral Reasoning, taken from Moody & Smith 
(1999).
Kohlberg’s Levels and Stages o f Moral Reasoning 
LEVEL 1: Preconventional Level 
(Moral rules and values are understood as udo’s or “don’ts”)
Stage 1: Obedience and punishment orientation: The individual at this stage is 
responsive to consequences (particularly physical consequences) and respects or adheres 
to power.
Stage 2: Naively egotistic orientation: The individual at this stage is concerned with 
satisfying one’s own needs and only occasionally, another’s. The individual here 
approaches others with an “if you scratch my back, I’ll scratch yours” attitude.
LEVEL 2: Conventional Level 
(The individual understands, accepts, and attempts to uphold the values and rules of the 
society)
Stage 3: Good boy/good girl orientation: The individual has an orientation toward 
approval and pleasing others.
Stage 4: Authority-and-Social-Order: The individual is characterized by doing one’s 
duty and toward showing respect for authority.
LEVEL 3: Postconventional Level 
(Customs and social rules are examined in terms of customs and universal moral 
principles)
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Stage S: The individual is concerned with the greatest good for the greatest number of 
people.
Stage 6: This is the highest point on Kohlberg’s developmental ladder that involves an 
orientation to conscience as a directing agent. Over time, Kohlberg refined his theory of 
moral reasoning, as well as the scoring methods of the MJI. For example, when failing to 
find Stage 6 subjects in large sample groups, Kohlberg reduced the number o f stages to 
five. Stage 6 became an advanced form of Stage 5 (Kohlberg, 1978). Kohlberg (1984) 
also suggested the existence of a Stage 7 that includes, “ethical and religious thinking 
involving a cosmic or religious perspective on life” (p. 21) (Kuhmerker, 1991). Changes 
to the scoring methods of the MJI will be discussed below with related research, which 
provides support for Kohlberg’s theory of moral development.
An extensive body of research supports Kohlberg’s theory moral development. In an 
attempt to provide support for the basic assumptions of Kohlberg’s theory of moral 
reasoning, Colby and Kohlberg (1984) reanalyzed Kohlberg’s 19S6 -1968 data, as well 
as subsequent data on the same subjects collected from 1968 - 1976. The data from this 
20-year longitudinal study provided validation for the current scoring method of the 
Moral Judgment Interview and the stage model.
The subjects included S3 males, which were originally part of a cross-sectional study 
examining the variables of age, social class, sociometric status and moral reasoning.
Three age levels, 10,13 and 16, stratified the subjects. The subjects were interviewed at 
3 to 4 year intervals for 20 years. During each interview, the subjects were questioned on 
nine hypothetical moral dilemmas which make up the three forms (forms A, B, and C) of
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the Moral Judgment Interview. All interviews were scored based on the Standard Issue 
Scoring Manual and scoring was done “blind” with each dilemma scored independently 
by three different raters. Interrater reliability was reportedly in the high 90s. Test-retest 
reliability over a period of one month was reported in the high 90s, and percentile figures 
were calculated yielding Vi to V* identical scores from Test Time 1 to Test Time 2.
Earlier scoring methods (i.e., Sentence Rating and Global Story Rating) were based 
on content analysis. Scoring was focused on the concerns subjects considered when 
resolving a given dilemma (i.e., a concern for love, obeying the law, a fear of 
punishment). These areas of concern were the indicators use to discern stage 
development. When analyzing the 1968 longitudinal data, these earlier scoring methods 
yielded enough sequence anomalies to merit considerable revision of the stage 
definitions. The current scoring method, Standard Issue Scoring, is based on stage 
definitions that focus on the level of sociomoral perspective. Sociomoral perspective is 
“the characteristic point of view from which the individual formulates moral judgments” 
(p. 43, Colby & Kohberg, 1984). Stage determination is based on the subject’s view of 
what is right, the reason for doing what is right, as well as the perspective taking 
concerning the impact of one’s decision on others. In addition to the new scoring 
method, the stages were “substantially revised”. Stage 6 was omitted partly due to the 
lack of Stage 6 conceptualization among the subjects in the longitudinal study and due to 
the standard dilemmas not being ideal for differentiating between Stages 5 and 6.
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As for supporting the stage theory (i.e., invariant stage sequence), the results were 
consistent with the theory of cognitive development. There was no skipping of stages or 
significant stage regressions.
Snarey (1985) reviewed 45 studies (38 cross sectional and 7 longitudinal) concerning 
the moral reasoning of different cultural groups. A total of 27 countries were 
represented. Snarey’s findings suggest that Kohlberg’s Moral Judgment Interview is 
reasonably culture fair when the interview material is culturally adapted and when 
subjects are interviewed in their native language. Snarey also found support for 
Kohlberg’s purposed invariant stage sequence. Stage skipping and stage regressions 
were rare and the rates of occurrence were low enough to be attributed to measurement 
error.
The one problem area cited by Snarey was finding empirical support for all of 
Kohlberg’s moral stages, particularly postconventional reasoning. Stage 1 to Stage 3/4 or 
4 was well supported in all of the cultural groups; stage 4/5 or 5 was found in only two 
thirds of the subcultures sampled. Snarey hypothesized that Kohlberg’s stage definition 
and stage scoring may be incomplete, resulting in the lack of postconventional reasoning 
found across the various cultural groups. Descriptions of stage 5 reasoning are primarily 
based on Western philosophy (i.e., the writings of Kant and Rawls). Snarey suggested 
that the stage model needed to be expanded to include a wider range of cultural 
worldviews. Kohlberg acknowledged that the highest stage of moral judgment has not 
been empirically validated. However, he continued to support the theoretical importance 
of stage six (Kohlberg, Levine, & Hewer, 1983).
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The issue of gender differences and moral development is an area of controversy. 
Carol Gilligan in her 1977 article and her 1982 book In a Different Voice claimed that 
there are gender-related differences in moral orientation and that Kohlberg’s all male 
samples and scoring of the moral judgment interviews were biased against females. 
According to Gilligan, there are two paths of moral reasoning. One path, which is more 
characteristic of females, is based on expressions of empathy, care, and relationships with 
others. Another path, which is more characteristic of males, is based on issues of justice, 
fairness, and individual rights. Gilligan hypothesized that females are biologically 
predetermined towards a moral orientation of care and male towards an orientation of 
justice. Given this predetermined difference among females and males, Kohlberg’s 
research and scoring methods were biased against women because issues of care and 
connectedness are rated lower (Stage 3) than issues of justice (Stage 4 and higher).
Following Gilligan’s claim against Kohlberg’s research, Kerber, (1986), Geeno and 
Maccoby (1986) and Luria (1986) reviewed Gilligan’s research and expressed concern 
over several of Gilligan’s claims as well as the methodology of her research. Kerber took 
issue with Gilligan’s view that women are biologically predisposed to an orientation to 
care. Historically, viewing women as biologically predisposed to caring and 
relationships has been used to deny women access to power and supports gender 
dichotomies, with women's roles relegated to home and family nurturance. Kerber 
suggested that the differences Gilligan described in males and females may be largely 
due to socialization and culture and not due to biological factors.
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Greeno and Maccoby (1986) highlighted that Gilligan’s work failed to provide 
information on how women’s moral reasoning changes over time. Without this 
information, it is difficult to say if a different scoring system based on Gilligan’s work 
would show differences in women’s stages of moral development. Further, Greeno and 
Maccoby call into question whether women are actually more empathic and altruistic 
than men. They cite several studies which illustrate that women have a “greater 
reputation’’ for being more caring although data did not support that women are in fact 
more like to offer help than men (Kerber, 1986).
In a methodological critique of Gilligan’s work, a number of limitations were 
identified: problems with the sample size and generalizability of the findings, the lack of 
information concerning a reliable scoring method, and the lack of an appropriate rationale 
for combining sources for data on gender and moral development (Luria, 1986). 
According to Luria, a good sample “must be carefully characterized by age, social class, 
education, and method of recruitment so that readers can securely apply the findings to 
similar groups” (p. 316). Gilligan’s sample of 8 males and 8 females of different ages is 
not representative of all males and females. Nor is the sample of Harvard University 
students in moral development classes representative of college students in general, and 
finally, 29 women considering abortion does not provide data on how males and females 
differ in their decision making (Luria, 1986). Luria also inquired as to which of 
Kohlberg’s three scoring methods Gilligan called into question and asked for clear 
guidelines describing Gilligan’s method for distinguishing a care-oriented response from 
a justice-oriented response. The lack of clear guidelines for scoring is particularly
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troubling because without these guidelines, future researchers are unable to replicate 
Gilligan’s study.
A final limitation is the lack of an appropriate rationale for sources for data on 
gender and moral development Luria (1986) argued that combining the abortion 
candidates with the Harvard students to discuss the two gender-related voices of moral 
development “does not confirm to the usual rules of psychological procedure-shared 
sampling, shared procedure, [and] shared scoring...” (p. 317). For example, the 
questions posed to the women in the actual dilemma of choosing abortion were not the 
same as the questions posed to the Harvard students regarding hypothetical dilemmas, 
nor were the contexts similar. Even with the above limitations, Gilligan’s work helped to 
expand Kohlberg’s theoiy of moral development. In later writing’s, Kohlberg 
acknowledged that his stages were limited in scope (i.e., focusing on justice issues) and 
failed to include moral issues related to family and friends. In an attempt to include the 
principle of benevolence, he later redefined Stage 6 to include “respect for persons’’ 
(Kohlberg, 1984; Kolhberg, Boyd, and Levine).
Walker’s (1984) critical reviews of Kohlberg’s previous research put to rest much of 
the concern over gender-related differences in moral reasoning. One of his reviews 
included 31 studies involving 2,879 subjects ranging in age from 5 to 17. Kohlberg’s 
Moral Judgment Interview was the instrument used to assess the subjects’ level of moral 
reasoning. Of the 41 samples, only 6 significant gender-related differences were found.
In summing up his findings of the reanalysis, Walker stated, “sex differences in moral 
reasoning apparently are rare early in the life span and when they occur, indicate more
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mature development for females” (p. 681). Walker also reviewed 35 studies involving 
3,901 adolescents and young adults and found only 10 of the 46 samples yielded 
significant gender differences. Unlike the data from the childhood and adolescent 
subjects, most of the gender differences indicated more mature development for males.
Walker’s (1984) review of studies on adults and moral reasoning included 13 studies 
involving 1,223 subjects whose ages ranged from 21 years to 65 years. Of the 21 
samples reviewed, only four significant differences were found. All of the gender-related 
differences indicated more mature development for males and these differences were 
frequently confounded with educational or occupational differences. When taking 
education and occupational issues into account, the results of the meta-analysis indicated 
that there were no significant gender-related differences in moral reasoning.
In 1986, Walker’s meta-analytic procedure was criticized (i.e. his use of the 
Kolmogorov-Smimov test rather than the Mann-Whitney test) and in response to this 
criticism, he reanalyzed his original review data. He also expanded his review by 
including more recent studies, which brought the total to 80 studies involving 152 
samples and 10,637 subjects. The results found that only one sample indicated a 
significant difference in more reasoning by gender and only a minor change was found in 
the recalculation of the meta-analysis, indicating that the reanalysis results were 
consistent with Walker’s initial review findings. Walker’s findings illustrated no support 
for Gilligan’s claim that Kolberg’s theory and scoring system penalizes women. Other 
research conducted with the latest scoring method of Kolberg’s Moral Judgment
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Interview showed no gender-related differences as well (Gibbs & Widamon, 1982; Nisan 
& Kohlber, 1982; Snarey, Reimer, & Kohlberg, 198S).
Moral Development and the Work o f James Rest.
Just as Kohlberg extended Piaget’s research in moral development, Rest extended 
Kohlberg’s work when he developed his Four-Component Model (Rest et. al., 1999; Rest 
& Narvaez, 1994). While Kohlberg’s research focused on issues of fairness and justice, 
Rest’s research focuses on social organization and social cooperation. According to Rest 
(1986), the function of morality is, “to provide basic guidelines for determining how 
conflicts in human interests are to be settled and for optimizing mutual benefit of people 
living together in groups” (p. 1). Rest organized Kolhberg’s six stages of moral 
development based on, (a) how one gets along with others (i.e., in Stage 1, a person can 
get along with others by simply obeying what they say) and (b) a sense of fairness or 
what I owe others and what others owe me (i.e., in Stage 1 if someone does me a favor, I 
owe them a favor). When studying the issue of morality, Rest (1986) asked the question, 
“When a person is behaving morally, what must we suppose has happen psychologically 
to produce that behavior?” (p. 3). In response to this question, he developed the Four- 
Component Model. The Four-Component Model includes Kohlberg’s concept of moral 
judgment and adds the areas of moral sensitivity, moral motivation, and moral character. 
The Four Component Model is presented as a broader theory of what determines moral 
behavior. All four aspects are involved in the moral decision making process.
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Rest's Four-Component Model 
Component 1 - Moral sensitivity is the awareness of how one's actions affect other 
people. People must begin to imagine possible outcomes of their choices and 
consequences and how these outcomes affect others involved.
Component 2 • Moral judgment explores how people choose which line of action in a 
situation is moral and justifiable. Kohlberg’s MJI and Rest’s DIT concentrate on this 
component.
Component 3 - Moral motivation is concerned with where individuals place moral values 
in relation to other values. For example, are moral values more or less important then 
self-protection or self- actualization? Is it more important to do what is morally “right”? 
Component 4 • Moral character is concerned with whether or not a person has the 
strength to stand up for his or her own convictions. A person may be morally sensitive, 
capable of making morally appropriate judgments, and moral values are of high priority, 
but when placed in difficult or pressured situations he or she may not possess the 
persistence to act on his or her beliefs.
The Four-Component Model provides a guide to organizing existing research on 
morality, for approaching theoretical problems such as the relationship between 
cognition, affect, and behavior, and for devising objectives for moral education programs 
(Rest, 1986; Rest and Narvaez, 1994; Rest et al., 1999). Also, the model rejects the view 
that moral development or moral behavior is the result of a single process. Rather, moral 
behavior is the result of the interaction of all four components. Individuals may 
demonstrate strengths in one component but not others (1986). For example, an
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individual may be able to recognize that he or she is faced with a moral problem, be able 
to identify possible courses of action and have awareness that his or her actions will 
impact others (Component 1) but may have difficulty deciding the which course of action 
is best (Component 2).
In addition to the Four-Component Model, Rest et al (1999) modified Kohlberg’s 
approach to moral development theory and research. The authors termed their 
modifications and resulting framework as the Neo-Kohlbergian approach. In the Neo- 
Kohlbergian approach, many of Kohlberg’s core ideas continue to guide the theory and 
research of moral reasoning.
A summary of the core ideas include the following:
1. An emphasis on cognition and how the individual makes sense of the world.
2. The idea that individuals’ understandings of moral epistemology are self-constructed, 
that is categories of morality (i.e., justice, rights, and social order) are given mean to by 
the individuals and not passively handed down by their cultures.
3. The understanding that one set of concepts for understanding what is moral right may 
be more advanced than another (i.e., higher is better).
4. As developmental growth continues, there is a shift from conventional thinking (i.e., 
maintaining social norms) to Postconventional thinking (i.e., morality must serve or 
contribute to ideals of cooperation).
Some of the modifications made in the Neo-Kohlbergian approach include:
1. A shift from hard stage to soft stage change model. Kohlberg depicted moral 
development in terms of “hard” Piagetian stages with each stage having a distinguishing
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
70
“justice operation” (i.e., the operations of moral thinking). Higher levels of 
thinking/stages use cognitive operations that lower levels of thinking/stages cannot. In a 
hard stage change model, developmental growth is likened to that of a staircase, each 
stage builds on the next and individuals will have a primary stage from which they 
function.
The Neo-Kohlbergian approach uses a “soft” stage change model that is individuals 
do not have a primary stage from which they function; rather, growth is a gradual shifting 
to and a preference for higher versus lower forms of thinking. Also, the concept of 
justice operations is not used to describe development. As previously discussed, 
development is explained in terms of social cooperation.
2. The redefining of the postconventional Stage 6 Principled Moral Reasoning.
Kohlberg based his definition of postconvertional Stage 6 moral reasoning on the moral 
philosophies of Immanuel Kant and John Rawls (i.e., universal moral principles and the 
ability to play “moral musical chairs”). Rest's definition of postconvertionality is 
broader than Kohlberg’s and is not based on one moral philosophy. Rest’s defining trait 
of postconvertional thinking is “that rights and duties are based on sharable ideals for 
organizing cooperation in society, and are open to debate and tests of logical consistency, 
experience of the community, and coherence with accepted practice” (p. 41).
3. The distinction between “micromorality” and “macromorality”. Micromorality is 
based on cultivating relationships with people whom one personally interacts and 
creating consistent virtues within oneself. Some examples of micromorality are being
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helpful or kind to friends or family members. In micromorality, characteristics such as 
loyalty, responsibility and dedication to those closest brings high praise.
Macromorality is concerned with cooperation at a societal level. This would include 
strangers, competitors, diverse ethnic groups, as well as family and friends. Examples of 
matters of macromorality include freedom of speech, due process, nondiscrimination in 
the workplace, and freedom of religion. In macromorality, characteristics such as 
impartiality and acting on principle are of importance (Rest et al., 1999).
Rest’s et al (2000) three schemas, Personal Interest Schema (derived from 
Kohlberg’s Stages 2 and 3), Maintaining Norms Schema (derived from Kohlberg’s Stage 
4) and Postconventional Schema (derived from Kohlberg’s Stage 5 and 6), are 
“developmental ordered ways of answering the “macro” question (how to get along with 
people who are not friends, kin or personal acquaintances, i.e., how to organize society- 
wide co-operation)” (p. 386). The theory and research of Rest and Kohlberg are most 
concerned with macromorality.
4. The expansion of moral behavior to include not only moral judgment but moral 
sensitivity, motivation, and character (previously discussed as the Four Component 
Model).
5. The use of the Defining Issues Test (DIT) as the data gathering instrument rather than 
the Moral Judgment Interview (MJI) (previously discussed while reviewing selected 
research).
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Moral Growth and the Defining Issues Test.
There are numerous research studies, which support the use of the Defining Issues 
Test as a means for assessing levels of moral judgment (Rest et. al., 1999; Rest, 1986). In 
the 1970s, early studies focused on comparing different student groups (i.e., junior high, 
senior high, college students and graduate students) to establish age/educational trends 
and developmental growth. Composite samples were gathered from the researchers using 
the scoring services at the Center for the Study of Ethical Development. Davison (1979 
cited in Rest et. al., 1999) compared the moral development levels o f250 junior high 
students, 250 senior high students, 250 college students and 250 graduate students for a 
total of 1,080 subjects. The age range of the subjects was 15 to 82, and there were 452 
females and 424 males (the gender for the rest of the subjects was unknown). The 
subjects were a composite group of 23 smaller studies from across the United States.
Each study provided information concerning the subjects’ age, education level and P 
score. Statistical analysis of the data was analysis of variance. The level of significance 
was set at .01. The results produced a main effect for educational level (four levels), 
F=203.3 (df = 3,1008; p< .0001 which indicates a clear differentiation of age and 
education groups on the Defining Issues Test.
Another composite study, which explored the issues of formal education and moral 
development, was Thoma (1986). Thoma analyzed a composite sample of 56 studies 
totaling 6,863 subjects. The studies were attained from two sources, the files of the 
Minnesota Moral Research Projects at the University of Minnesota and in published 
refereed journal articles. The initial pool of studies included published papers,
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
73
unpublished dissertations and master’s theses, unpublished research reports and 
unpublished data. From this initial group, studies were removed (1) in which the authors 
requested their data not be used, (2) studies involving non-North Americans, (3) samples 
that did not have comparable age ranges for both males and females, (4) studies with 
dissimilar group sample sizes (i.e., a disproportionate number of males versus females), 
and (S) studies with sample sizes less than 20 (at least 10 males and 10 females). The 
subjects of the 56 remaining studies were divided into four education levels, junior high, 
senior high, college, and graduate students. The issue of gender differences in moral 
reasoning was also explored. Thoma found that level of education accounted for 52.5% 
of the variance, while gender accounted for only 0.2% of the variance. Gender 
differences, when found were only minor differences, and these differences favored 
females across the life span. These findings provide support for age/education trends in 
moral development, as well as demonstrate that gender is not a deciding variable in moral 
development. Other studies, which provide support for age/education groups and the 
Defining Issues Test, include de Casterle, Jansses, and Grypdonck (1996) age, education, 
and ethical behavior of nursing students, Gielen and Markoulis (1994) age and 
educational trends among cross-cultural studies, Wilson (1995) age, education, gender, 
and cultural background, Finger, Borduin, & Baumstark (1992) moral judgment and 
college students. Formal education has been found to be a powerful determinate of moral 
reasoning. Overall, moral reasoning tends to increase as long as an individual remains in 
formal education. Once the individual leaves the formal educational situation, a plateau 
in moral growth is observed (Rest et. al., 1999). The question, “What is it about formal
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education that brings about grow?” has generated much research (Rest, 1986; Rest et. al., 
1999). Overall, individuals who develop in the area of moral judgment are people who 
“love to learn, who seek new challenges, who enjoy intellectually stimulating 
environments, who are reflective, who make plans and set goals, who take risks, who see 
themselves in the larger social context of history and institution and broad cultural trends, 
who take responsibility for themselves and their environs” (p. 57, Rest, 1986a).
Moral Growth, Social Role Taking, and Deliberate Psychological Education
Programs.
Another avenue, which appears to promote moral growth, is social role taking 
experiences (Kohlberg, 1969). Social role taking experiences are “those social 
experiences in which a person takes the point of view of another” (p. Rest, 1986a). Some 
examples in everyday life include, parent/child discussions concerning moral rules, moral 
debates among friends, or taking a job where one must consider the points of view of 
others such as subordinates. As to date, this writer has been unable to locate research, 
which explores the occurrence of personal recovery as a social role taking experience.
The experience of personal recovery may be one possible avenue to moral growth given 
that the participation in the 12-step program provides a place for personal reflection, as 
well as perspective taking of others.
A final way to promote cognitive developmental growth is through the use of 
Sprinthall and Mosher’s (1978) deliberate psychological education (DPE) program. A 
DPE is an intentional educational intervention designed to “promote growth toward 
formal operations, conventional moral reasoning and identity formation” (Foster,
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McAdams, 1998). DPE programs incorporate Hunt’s (1975) Conceptual Level Matching 
Model, moral problem solving and role taking experiences, and the “conditions for 
psychological growth”. Sprinthall (1994) developed the conditions for psychological 
growth, which are (a) a role-taking experience, (b) guided reflection, (c) a balance 
between action and reflection, and (d) continuity, or being in a educational or supervision 
situation which incorporates the conditions of growth for 6 months to a year. Research 
has shown that the DPE is an effective means of increasing cognitive development of 
counselors in supervision and students in classroom situations (Brendel, Kolbert, & 
Foster, 2000; Faubert, Locke, Sprinthall & Howland, 1996; Foster & McAdams, 1998; 
Paisley, 1987; Reiman & Thies-Sprinthall, 1993; Sprinthall, 1994).
Cognitive developmental theory and supporting research has been presented and 
evaluated. The domains of conceptual complexity and moral judgment have also been 
reviewed. The research presented establishes that individuals with higher levels of 
cognitive complexity function more effectively in complex environmental situations and 
are better able to perform a variety of counseling related skills. Various ways to promote 
cognitive growth were discussed. Some options presented were continuing higher 
education, participating in dilemma discussions or involvement in social role taking 
experiences. The next section will present information concerning the unique 
background and training of substance abuse counselors, review research concerning 
differences found among recovering and non-recovering counselors, discuss the complex 
work environment of the substance abuse counselors, and highlight the common 
dilemmas counselors face when treating substance abusing clients.
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Substance Abuse Counselors
Substance abuse treatment is a unique specialty within the field of counseling. One 
of the distinctive facets of substance abuse treatment is the employment of counselors in 
recovery. Personal experience with a given clinical disorder is not a standard counselor 
credential in other professional settings. Another unique facet is the varying level of 
counselor education. Substance abuse counselor education levels can range from a 
graduate degree in a counseling related field to a high school diploma or GED (Bissell & 
Royce, 1994; Juhnke & Culbreth, 1994). Given the differences in personal experience 
with alcohol or drug use and the varying levels of education among substance abuse 
counselors, researchers have questioned whether there are differences among recovering 
and non-recovering counselors. Differences in the areas of assessment of problem 
drinking, approach to treatment, and counselor personality characteristics have been 
documented and are reviewed below.
Substance Abuse Counselor Treatment Decisions.
When considering the clinical decision making processes of recovering versus non­
recovering counselors, researchers have speculated that due to their own personal 
recovery, recovering counselors would tend to view any drinking behavior as leading to 
alcoholism. That is, recovering counselors would fail to view drinking behavior on a 
continuum of use, abuse, and dependence (Forrest, 1978). In answer to this speculation, 
Lawson et al. (1982) and Leavy (1991) studied whether or not there were differences 
between recovering and non-recovering alcoholics regarding the diagnosis of alcoholism. 
A review of these studies follows.
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
77
Lawson et al. (1982) conducted a study with 87 psychology students (46 females and 
41 males) all of who completed at least one course on alcoholism. Approximately one- 
fourth of the participants were currently enrolled in an alcoholism counselor-training 
institute, and twenty-three of the participants reported being recovering alcoholics and 
sixty-four reported being non-alcoholics. Twelve of the participants were currently 
employed as non-recovering alcoholism counselors. The age range of the participants 
was 19 -  55 with a mean age of 30.43.
The Alcoholic Diagnostic Instrument (ADI) was used to measure the rate in which 
recovering alcoholics and non-alcoholics diagnose alcoholism. Also, the issues of 
participant age, sex, and counselor/non-counselor status were considered. The ADI is 
made up of 20 brief case histories. After reading a case history, the participants were 
asked to rate the main character as “definitely alcoholic”, “probably alcoholic”, “unsure”, 
“probably not alcoholic” or definitely not alcoholic”. If the participant selected “unsure” 
he or she was asked to mark the additional information needed to make the diagnosis.
The additional information checklist included: indication of family problems, quantity of 
alcohol drank, history of legal problems, physical problems due to alcohol use, marital 
problems, financial problems, loss of job due to drinking, sexual dysfunction due to 
alcohol use, how often drinking occurs, and one or more offenses for driving while 
intoxicated. The ADI is scored on a +2 to -2 point range (+2 for “definitely alcoholic” to 
-2 for “definitely not alcoholic”). Ten points are added to each total score to eliminate 
negative numbers. The authors failed to provide information concerning the validity or 
reliability of the ADI. The statistical analysis of data used multiple regression (i.e., the
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dichotomous variables -  alcoholic versus non-alcoholic & counselor versus non­
counselor were assigned dummy codes and the age of the participants and the ADI scores 
were on a continuous scale).
The results indicated that recovering alcoholics scored higher on the ADI than non­
alcoholics. When given the same case histories, recovering alcoholics are more likely to 
diagnosis alcohol dependence than non-alcoholics. Neither age nor counselor status was 
significant. Limitations of this study include that the participants were counseling 
students, some of whom were currently in professional roles and others only in 
educational programs. The results might differ if all of the participants were currently 
employed as counselors and exposed to the assessment process on a more frequent basis. 
Also, the authors fail to give the rate of appropriate diagnosis for each subgroup. If 
recovering alcoholics diagnose alcohol dependence more often than non-alcoholics, 
which have the highest levels of appropriate diagnosis? Finally, since the authors fail to 
provide the validity and reliability information concerning the ADI, it is not possible to 
evaluate the study’s instrumentation. Even with these limitations, the finding suggests 
that counselor recovery status impacts the assessment process.
Leavy (1991) surveyed 223 certified alcoholism counselors (CACs) and found 
“regardless of personal drinking habits, gender, or recovering alcoholic status, CACs 
generally hold similar perceptions of drinking behavior” (p. 47). When taking into 
account level of counselor education and age, Leavy found that less-educated (i.e., less 
than a bachelor’s degree) and older counselors tended to have a more conservative view 
of problem drinking. Research has shown that recovering counselors tend to be less
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educated and older than non-recovering counselors (Aiken, et al., 1984; Lawson, 1982; 
McGovern & Armstrong, 1987; StofFelmayr, Mavis, & Kasim, 1998), which would 
suggest that recovering counselors might indeed have a more conservative view of 
problem drinking.
The findings of Lawson et al. (1982) and Leavy (1991) indicate that recovering and 
non-recovering counselors do approach the assessment process differently. These 
differences may be due to the counselors’ personal experience with chemical use, that is 
recovering counselors are more in tune with the assessment of problem drinking due to 
their own past use. Another possibility is that differences in recovering and non- 
recovering counselors cognitive complexity are impacting the assessment process. As 
previously discussed, one’s level of cognitive complexity can impact one’s ability to take 
a point of view different from his or her own (Wolf, 1974) as well as, effect one’s ability 
to differentiate between self and others (Adams-Webber, Schwenker & Barbeau, 1972).
It may be that recovering counselors have difficulty with stepping back from their own 
history of addiction to accurately evaluate others.
Another area of exploration has been the treatment methodologies used by 
recovering versus non-recovering counselors. Research has shown that recovering and 
non-recovering counselors tend to approach the counseling process differently. Aiken et 
al. (1984) found that non-recovering counselors spent “slightly” more time in individual 
counseling with clients than did recovering counselors. However, recovering counselors 
were found to spend significantly more time in group counseling and were more likely to 
socialize with clients on their own time than non-recovering counselors. Again, these
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findings imply that recovery status does impact the counseling process. Recovering 
counselors who obtained their recovery through their involvement in 12-step programs 
may see group therapy as more beneficial than individual therapy and may be more likely 
to socialize with clients due to their dual roles as both counselor and member of 
Alcoholics Anonymous or Narcotics Anonymous.
McLellan, Woody, Luborsky and Goehl (1988) found that non-recovering counselors 
tended to use a combination of psychotherapy and case management skills while 
recovering counselors were more likely to use primarily case management skills when 
working with methadone clients. A limitation of McLellan et al’s study is it that included 
only four clinicians and may not be representative of the larger population of substance 
abuse counselors. In 1998, Stoffelmayr et al. found a similar outcome to McLellan et al. 
When surveying 634 substance abuse treatment staff members (including clinicians, 
administrators, and support staff) Stoffelmayr et al. found that “the more highly educated 
non-recovering counselors report[ed] using psychotherapy with a larger portion of 
clients, whereas recovering counselors reported to pursue more varied treatment goals 
and use a greater range of treatment practices”. Also, recovering counselors showed a 
stronger endorsement of the Twelve-Step approach. In summary, research shows 
recovering and non-recovering counselors perceive problem drinking patterns differently 
as well as approach the counseling process in a different manner. When given the same 
case histories, recovering counselors are more likely than non-recovering counselors to 
diagnosis alcohol dependence. Recovering counselors tend to have a more conservative 
view of alcohol use, prefer group therapy rather than individual therapy and socialize
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
81
with clients more often than non-recovering counselors. These differences may be due to 
counselor recovery status or possibly due to differences in counselor cognitive 
complexity.
Substance Abuse Counselor Personality Characteristics.
The final area of study explores the personality characteristics of recovering and non­
recovering counselors. Studies have found a number of personality differences among 
the two counselor groups. A study by Hoftmann and Miner (1973) examined the 
personality characteristics of 13 male recovering alcohol counselor trainees whose mean 
age was 44 years of age. The Edwards Personal Preference Schedule (EPPS) was used to 
measure participants’ personality characteristics.
The EPPS is a forced choice, non-projective personality inventory for college 
students and adults. It is authored by Allen L. Edwards and is based on the theory of H. 
A. Murray. The EPPS measures the ratings of test takers on fifteen normal needs or 
motives, which are achievement, deference, order, exhibition, autonomy, affiliation, 
interception, succorance, dominance, abasement, nurturance, change, endurance, 
heterosexuality, and aggression. The test-retest reliability coefficients for one-week 
intervals and three-week intervals range from .55 to .87 and .55 to .87 respectively. Split- 
half reliability coefficients for a sample of 1,509 college students ranged from .60 to .87 
with a median of .78. When supporting the validity of the EPPS, the manual and other 
researchers compare the EPPS to the Guilford Martin Personality Inventory, the Taylor 
Manifest Anxiety Scale, the California Psychological Inventory, the Adjective Check 
List, the Strong Vocational Interest Blank and the MMPI. These comparisons show the
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EPPS to have statistical correlations among the scales of these tests. The correlations are 
usually low to moderate.
The EPPS was administered before and after a 9-month training program. Pre- and 
post-EPPS scores were converted to t-scores and compared with the norm scores in the 
test manual. The results show that the counselors had low autonomy scores (i.e., are 
more dependent and conventional), high intraception scores (i.e., have a greater need to 
analyze their own and other’s motives) and overall, were not much different from the 
normative population. The limitations of the study, which would reduce the ability to 
generalize the results, were a small sample size, an all male sample, and limited 
information given concerning the sample (i.e., no information was provided concerning 
the educational levels or years in recovery).
McGovern and Armstrong (1987) also investigated the personality characteristics of 
recovering and non-recovering counselors by surveying 307 counselors at both a state 
and national conference for alcohol and drug abuse counselors. The study employed an 
author-constructed survey that gathered demographic information and assessed 
differences in counselor attitudes in the areas of counseling in general, counseling as a 
profession, counseling specific to alcoholism, and issues concerning the recovering 
counselor and relapse. The first part of the questionnaire was made up of 19 statements 
which participants were asked to “express their attitude” toward the statement by 
responding with a five-point Likert scale (1 = strongly disagree & 5 = strongly agree).
The second part of the questionnaire focused on the common causes of counselor relapse. 
Participants were asked to rank in order ten statements concerning counselor relapse
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(with the most likely cause of relapse as number one and the least likely cause being ten). 
Analysis of the results was completed in a three-step process. In step one, demographic 
data for recovering and non-recovering counselors was compared by using either t-tests 
or chi-square analysis (with categorical data). In steps two and three individual responses 
and mean responses of recovering and non-recovering counselors were compared. 
Differences between the mean responses were tested for significance though the use of t- 
tests.
The results indicate that recovering counselors are older, more often male, and have 
less education than non-recovering counselors. Also, recovering counselors are less open 
to new treatment approaches, less positive about the counseling effectiveness of non­
recovering counselors, less likely to see the need for additional clinical training or 
supervision, and were less positive about having a “professional support system” for 
counselors who relapse. Concerning the most common causes of counselor relapse, 
recovering and non-recovering counselors agreed that “isolation” tended to lead to 
counselor relapse.
The limitations identified by the authors include use of a convenient sample (i.e., 
attendees of the state or national substance abuse conference), failing to control for 
sampling error (i.e., counselors who attended both the state and national conference may 
have been sampled twice), the percentage of returned surveys could not be calculated, 
and the use of a non-standardized survey may limit the generalizability of the study’s 
findings. The findings of McGovern and Armstrong (1987) and Hoffmann and Miner 
(1973) continue to support that recovering and non-recovering counselors have different
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personality characteristics, which may impact the counseling process. These differences 
may be due to differences in recovery status, in education and training backgrounds or 
possibly due to differences in cognitive developmental levels of recovering and non­
recovering counselors.
Shipko and Stout (1992) conducted a study comparing “the personality 
characteristics of the recovering alcoholic counselor as they differ from the 
characteristics of non-alcoholic counselors in the areas of empathy, ability to be non- 
judgmental and flexibility” (p. 208). Forty-five participants (27 females and 18 males), 
who were volunteer counselors employed at five inpatient substance abuse treatment 
programs, one outpatient drug and alcohol clinic, and a private practice setting completed 
a Demographic Information Form and the Sixteen Personality Factor Questionnaire (16 
PF). Statistical analyses of the data were completed using the Mann-Whitney U Test.
The results found no significant difference between inpatient or outpatient counselor 
groups or between recovering and non-recovering counselors. Differences were found 
regarding counselor education level. Participants with more education (i.e., a college 
degree) were more abstract in their thinking, and were more often classified as “tender- 
minded” when working with clients, and participants without a college degree were more 
concrete in their thinking and were more often classified as “tough minded”. The 
educational level attained by the counselor, regardless of the counselor’s recovery status, 
brought about differences in the counselor characteristics. These findings suggest that 
educational differences among recovering and non-recovering counselors may be the key 
to personality differences. The study’s limitations include a small sample size, the lack
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of information and detailed description of the 16 PF, and the study failed to address the 
personality characteristics of successful counselors.
A study by LoBello (1984) investigated the effects of counselor credentials and 
recovery status on the credibility ratings of alcoholism counselors. The author defined 
credibility as being, “the perception of [having] the qualities of expertness and 
trustworthiness” (p. 58). The participants were 40 male alcoholics residing in an 
inpatient substance abuse treatment program with a mean age of 36.33 and a mean 
education level of 10.7 years. Prior to being accepted in the study, participants were 
required to meet the standard criteria for alcohol dependence, were screened for cognitive 
impairments, and were screened for difficulties in reading.
In this 2 X 2  factorial design, the independent variables were professional training 
(i.e., doctoral level clinical psychologist versus no professional training) and personal 
history of alcoholism (i.e., recovering versus non-recovering). The dependent variable 
was The Therapist Credibility Scale (TCS). The TCS is a “12-item, 7-interval semantic- 
differential checklist...” which measures therapist credibility (p. 60). The total scores of 
the TCS, which are obtained by summing all the items, range from 7 (low counselor 
credibility) to 84 (high counselor credibility). Prior to completing the TCS, the 
participants were given a one-page handout describing the counselor’s background and 
training, and they viewed a 12-minute video taped counseling session. The participants 
were given one of four counselor descriptions: (1) Ph.D. level clinician, recovery status 
not indicated, (2) Ph.D. level clinician and recovering alcoholic, (3) Master’s level 
clinician and recovering alcoholic, and (4) a volunteer, recovery status not indicated.
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Statistical analysis of the TCS scores was a 2 X 2 analysis of variance and the level of 
significance was set at .01. Like Shipko and Stout (1992), LoBello found no significant 
difference in counselor credibility based on recovery status alone but did find a difference 
based on the professional training level of the counselor. Counselors with professional 
training were perceived as being more trustworthy and expert regardless of recovery 
status. These findings suggest that the professional training of substance abuse 
counselors lends to counselor creditability more so than a history of personal recovery. 
Strengths of this study are the prescreening of participants to ensure likeness and the 
cognitive ability of participants and the use of actual clients as participants. Limitations 
are, again, a small sample size, use of an all male sample, the use of a video taped 
counseling means that relationship factors, which may impact trustworthiness and 
expertness, can not be assessed and finally, the author fails to give the reliability and 
validity information concerning the TCS.
Moyers and Miller (1993) explored how therapists’ beliefs about the disease model 
of addiction and recovery status impact their attitudes toward clients and treatment 
planning. A total of 170 participants (33 alcohol and drug therapists in public agencies,
61 students in a drug and alcohol certification program, & 76 certified drug and alcohol 
treatment providers surveyed by mail) were involved in the study. The mean age of the 
participants was 43 years and 60 % were women. The participants reported an average of 
6 years of work experience with substance abusing clients, and all participants reported 
high levels of job satisfaction. Forty-five percent of the sample reported recovering from 
either an alcohol or drug addiction. Seventeen percent of the recovering therapists
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reported having a master’s or doctoral degree as compared to 56 % of the non-recovering 
therapists.
The Understanding of Alcoholism Scale (UAS) was used to measure the 
participants’ beliefs about the etiology of alcoholism and appropriate treatment for 
alcoholic clients. The UAS is made up of three subscales, which are the Disease Model 
Beliefs (i.e., alcoholism is a disease), Psychosocial Beliefs (i.e., alcoholism is influenced 
by cultural and familial experiences), and Heterogeneity of Alcoholic Clients (i.e., 
alcoholic clients exhibit diverse symptoms and reasons for drinking and require different 
treatment strategies). The UAS has 50-items and respondents are asked to rate their level 
of agreement with each statement on a 5-point Likert scale (1 being weakest agreement 
and 5 being strongest agreement). The initial and a repeated factor analysis of the UAS 
found the alpha levels for the Disease Model Beliefs Scale to be .88, the Psychosocial 
Beliefs Scale to be .72 and the Heterogeneity of Alcoholic Clients to be .33. The authors 
recommend using only the first two scales for data gathering due to the lack of reliability 
in the third scale.
After completing the UAS, participants were given eight clinical vignettes to read 
and respond. The responses focused on the therapists’ expectation of: successful client 
completion of treatment, the willingness to contact clients who drop out of treatment, the 
recommended level of treatment (i.e., inpatient, outpatient, brief intervention, etc), the 
willingness to offer controlled drinking as a treatment goal, the diagnosis of the client, 
and the willingness to negotiate treatment goals versus advocating for therapist assigned 
goals. Statistical analysis of the data was multiple regression. The variables of
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therapists’ education level, recovery status, years of work experience, and self-ratings of 
job competence were compared for each subscale on the UAS.
The results indicated that recovering therapists were more likely to adhere to the 
disease model, to impose their own goals on clients, were less likely to contact client who 
dropped out of treatment, and were less willing to offer controlled drinking as a treatment 
goal than non-recovering therapists. Also, therapists with higher levels of education were 
more likely to support that alcoholics are a heterogeneous rather than a homogeneous 
group. The authors acknowledge that the results need to be interrupted with caution 
because the UAS is a new instrument and some of the participants were self selected and 
may not be representative of the larger population of treatment providers. Even with 
these limitations, these results coupled with the results of Hoffmann and Miner (1973), 
McGovern and Armstrong (1987), Shipko and Stout (1992), and LoBello (1984) support 
the contention that recovering and non-recovering counselors do have different 
personality characteristics.
Substance Abuse Counselors and Cognitive Development.
Cognitive developmental research clearly supports a relationship between higher 
levels of conceptual and moral development and increased effectiveness in counseling 
related skills. Past research also supports that recovering and non-recovering substance 
abuse counselors differ in the areas of assessment of problem drinking, approach to 
treatment and counselor personality characteristics. However, this writer has been unable 
to locate research specific to substance abuse counselors and cognitive developmental 
level. Three related studies, one Torello (1998), which focused on substance abuse
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counselors moral sensitivity as related to counselor education level and recovery status, 
two Crozier (2001), which explored the cognitive development of substance abuse 
prevention professionals working in higher education, and the previously discussed study 
by Diambra (1997), which focused on the relationship between experience, credentials, 
ego development, and conceptual level of National Certified Counselors are close to the 
type of research that is lacking concerning substance abuse counselors and cognitive 
development. Torello’s study points to the importance of moral issues in substance abuse 
counseling and explores the impact of education and recovery status, Crozier’s research 
explores the impact o f cognitive development on substance abuse prevention 
professionals programming, and Diambra’s study explores the issues of cognitive 
development as related to education and experience but with a different population. A 
summary and critique of each of these studies follows.
Toriello (1998) conducted a study, which examined substance abuse counselors’ 
level of sensitivity to moral dilemmas and whether or not the counselors believed training 
in resolution of ethical dilemmas would be beneficial. Toriello surveyed 468 state 
certified substance abuse counselors. Of the total surveyed, 227 usage surveys were 
returned. The sample demographics were as follows: 66% or 150 respondents were 
female, the ages ranged ham 25 to 75 with a mean age o f46,79% or 180 respondents 
were White, 15% or 35 respondents were African American, 2.6% or 6 were Hispanic, 1 
was Asian American and 2.2 % or 5 were “other”. The educational levels were 57% or 
130 of the respondents had at least a master’s degree, 23% or 53 had a bachelor’s degree, 
and 19% or 44 had an associate’s degree and/or high school diploma. The respondents
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reported having degrees from a number of different disciplines including, counseling, 
social work, psychology, rehabilitation, nursing, psychiatry, criminal justice, pastoral 
counseling, addiction studies, sociology, history, fine arts, biology, and English. Of the 
227 respondents, all but 12 reported having a substance abuse certification and or 
professional license. Thirty-three percent or 76 reported being in recovery and 66 % or 
151 reported being non-recovering counselors.
The instrumentation for the study was an author designed survey entitled the 
Substance Abuse Counseling Decision Making Survey (SACDMS). The SACDMS is 
made up of 21 ethical dilemmas that were developed from informal interviews with 20 
substance abuse counselors. Upon reading the dilemmas, the respondents were asked to 
rate each dilemma on: “(a) how difficult it would be for them to choose between the 
conflicting actions presented in the statement and (b) the extent to which they agree that 
decision-making training is needed to prepare substance abuse counselors to choose 
between the two conflicting actions presented in the statement” (p. ii). A five-point 
Likert scale, which ranged from “1 - very easy” to “5 -  very difficult” was used as the 
rating scale. The author reports completing a pilot study on 28 master’s students and 
three mini-field tests (10 substance abuse counselors in each field test) to check for 
ambiguity in the items or instructions. The statistical analysis was two separate 3 X 2  
Analyses of Variance. The dependent variables were (1) the participants’ rating of how 
difficult it would be for them to choose between the two conflicting actions in each 
dilemma and (2) the participants’ rating of whether o f not decision-making training is 
needed to prepare substance abuse counselors to choose between the two conflicting
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actions in each dilemma. The independent variables were levels of education (i.e., 
graduate degree, bachelor’s degree, & associate’s degree/high school diploma) and 
recovery status (i.e., non-recovering substance abuse counselor, & recovering substance 
abuse counselor). Level of significance was set at .05. The results were counselors with 
an associate’s degree/high school diploma scored higher on the SACDM, which would 
suggest that the respondents with less education were more sensitive to the ethical 
dilemmas. This finding contradicts previous research that suggests human service 
professionals are better prepared to deal with ethical dilemmas after having graduate level 
course work in ethics (Rest & Narvaez, 1994). The author cites the following reasons for 
his findings differing from past research: the current research focused on “practicing 
rational decision making” which is different from most ethics courses which tend to focus 
on issues such as confidentiality, dual relationships, and informed consent and not on 
teaching rational decision making to students. This does not, however, explain why the 
respondents with associate degrees/high school diplomas were more sensitive to the 
dilemmas. The author goes on to say a difference in the interpretation of the question -  
“how difficult would it be for you to choose between...” may account for the differences. 
Respondents with higher levels of education may be more prepared for making choices 
around ethical issues and may not feel that the decision was a difficult one. Respondents 
with less education may have found the decision making process more difficult. 
Limitations identified by the author include the use of a state not a national sample and 
that the SACDMS is a new instrument and does not include all possible dilemmas facing 
substance abuse counselors. Given that Toriello’s findings differ from past research and
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that, an author-constructed instrument was used and participant misinterpretation may 
have impacted the study’s outcomes, further research is needed.
Crozier (2001) explored the relationship among substance abuse prevention 
professionals’ conceptual level, moral development, substance abuse prevention 
education, and the delivery of comprehensive prevention programs. Crozier surveyed 
305 prevention professionals. Thirty-one percent (31%) or ninty-seven (97) surveys were 
returned. The sample demographics were: twenty-three (23) males and 74 females, ages 
ranged from 23 to 60 with a mean age of 41 years (SD = 10.31), and years of experience 
as a substance abuse prevention provider ranged from 0 to 21 with a mean of 6.39 (SD = 
6.42). The educational level were, 19% have undergraduate degrees, 61% have graduate 
degrees, 16% have post graduate degrees, and 13% have doctoral degrees. The number 
of attended substance abuse prevention conferences and workshops was gathered as well. 
The average number of substance abuse prevention conferences attended was 7.82 (SD = 
13.37, Range = 0-115). The mean for the number of workshops was 14.63 (SD =
17.94, Range = 0 -  100). The five most common prevention trainer qualifications 
respondents reported were Boosting Alcohol Consciousness Concerning the Health of 
University Students (39%), Training Intervention Procedures for Servers of Alcohol 
(23%), On Campus Talking about Alcohol (23%), LCDL, CACDIII, CCDC, LPC,
ICADC (12%), and Certified Prevention Specialist (3%).
The instrumentation for the study was an author designed Demographic Survey, the 
Defining Issues Test (DIT) to measure moral judgment, the Paragraph Completion 
Method (PCM) to measure conceptual complexity, and Task Force Planner Survey
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(TFPS) to measure frequency and the comprehensiveness o f substance abuse prevention 
programming. The Promising Practices: Campus Alcohol Strategies Task Force Planner 
(Anderson & Milgram, 1998) was adapted into the Task Force Planner Survey for this 
study. The Promising Practices: Campus Alcohol Strategies Task Force Planner is a gird 
of recommended substance abuse prevention components for higher education. It 
suggests the both the depth and breadth of a program. The 38 statements in the “Task 
Force Planner for Coordinator” were converted into questions that asked participants to 
rate the frequency with which they preformed each task. A small pilot study was 
conducted with 20 substance abuse prevention professionals at the College Conference of 
the Alcohol Beverage Control Board in Richmond Virginia. Participants took about 20 
minutes to answer the 38 questions. Each statement was ranked on a 5 point Likert scale 
(0 = never -  5 = very ofren). The statistical analysis was multiple regression. The results 
were: no significant relationship was found between conceptual and moral development 
of substance abuse prevention professionals in higher education setting and 
comprehensiveness of substance abuse prevention programming. Nor was significance 
found among conceptual level and moral development and substance abuse prevention 
professional level of education (i.e., number of prevention classes, conferences, 
workshops, or certifications). A significant relationship was found between number of 
substance abuse prevention workshops, certifications, and comprehensiveness of 
prevention programming. According to Crozier (2001), the findings support the 
International Certification and Reciprocity Consortiums’ (ICRC) request for setting 
certification standards for substance abuse prevention specialists. The limitations cited
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include: limited generalizability due to small sample size and no national listing of 
substance abuse prevention professionals to compare demographics, a lack of uniformity 
in titles for substance abuse prevention professionals or department made locating the 
potential respondents difficult, the use of an author constructed instrument, and the 
omission of information on the Demographic Survey. The most commonly omitted 
questions were open-ended question concerning the tasks and qualifications for substance 
abuse professionals. Although there was no correlation between substance abuse 
prevention professionals’ cognitive development and education level, this study’s 
findings do support the relationship between education and the programming skills of 
substance abuse prevention professionals and suggest that credentialing guidelines are 
needed for substance abuse professionals.
As previously discussed, Diambra (1997) investigated “the relationship between 
experience, credentials, ego development and conceptual level of National Certified 
Counselors” (p. 2). Four hundred National Certified Counselors were surveyed and of 
the total surveyed, 134 usable surveys were returned. The Sentence Completion (SCT) 
test was used to measure participants’ level of ego development and the Paragraph 
Completion Method (PCM) was used to measure participants’ level of conceptual 
development. The results indicated no significant difference was found between the 
amount of experience and credentials of the NCC’s and their levels of ego or conceptual 
development. The author goes on to report, “a trend was apparent” between level of 
educational / level of professional licensure and ego development. Significant 
differences were found related to type of counselor experience. NCC’s in school settings
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had significantly lower ego development scores than those in mental health or community 
settings. According to the author, possible reasons for the lower scores among school 
counselors may be that school counselors lack the exposure to adult clients who present 
with higher levels of ego development, a difference in academic preparation of school 
counselors versus mental health or community counselors (i.e., many school counselors 
were first trained as teachers) and school counselors may lack the needed supervision and 
mentoring required to support cognitive developmental growth.
When controlling for age, NCC’s in schools or mental health settings scored 
significantly higher on conceptual development than NCC’s in community settings. This 
result is inconsistent with the above findings. School counselors are now found to be 
higher in ego development than community counselors. One consistent finding is NCC’s 
working in mental health settings score higher on both ego and conceptual development. 
The author suggests that NCC’s in mental health settings may be better matched 
conceptually and environmentally which leads to higher levels of cognitive development.
The limitations cited by the author include: the current sample may not be 
representative of various state licensed counselors, the small sample size as well as the 
lack of diversity among participants (i.e., few minority counselors) reduces the 
generalizability of the results, and there was a restricted range of levels of ego 
development which may have decreased the likelihood of significant findings. The 
results from Toriello (1998) suggested there that there might be differences in moral 
sensitivity levels of substance abuse counselors and these differences are possible related 
to counselor recovery status. Crozier (2001) supports the importance of establishing
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guidelines for credentialing of substance abuse prevention professionals, and Diambra’s 
(1997) study provides information concerning the relationship of cognitive complexity 
and counselor level of education and experience. Additional research, which explored 
the relationship of cognitive development, education, and experience as a helping 
professional, include Halverson (1999) and Dado-Parks (1999). The next section will 
present information concerning the complexity of the substance abuse counselor work 
environment and discuss the moral dilemmas faced by substance abuse counselors on a 
daily basis.
Complexity o f Substance Abuse Counselors Work Environment.
The work environment of substance abuse counselors is a complex one. The 
complexity is due to the heterogeneity of the clientele, the counselors, and the treatment 
milieu. Substance abuse counselors are faced with providing services to a diverse client 
population. White, middle-aged, middle class, males no longer make up the majority of 
the clients being serviced (Lewis et al., 1994). Currently counselors must be prepared to 
work with clients from one or a combination of the following backgrounds: clients with 
coexisting disabilities (Geekie & Brown, 1995; Moore & Li, 1994; Skinstad & Swain, 
2001), ethnic and racial minorities (Bell, 1990; Finn, 1994), adolescents, clients infected 
with HIV and AIDS, court mandated clients, clients who are gay, clients who are single 
parents, elderly clients, and women (Axelson, 1993). Not only are clients coming from 
varied backgrounds but they are also using a variety of drugs, often simultaneously. The 
“pure” alcoholic or monodrug user has become a rarity. Substance abuse programs are
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now treating greater numbers of polysubstance abusers (Abellanas & McLellan, 1993; 
Campbell & McCormick, 1991).
Perhaps the most compelling challenge to the field is the treatment of individuals 
with coexisting disorders (i.e., having a substance abuse/dependence disorder as well as a 
psychiatric or mental disability). Forty percent of clients being treated for severe 
psychiatric disorders also meet the criteria for alcohol dependence (Lett, 1988). While 
50% of substance abusers exhibit psychiatric symptoms that meet the criteria for 
separate, co-occurring disorders (Webb, Lennings, Denton & Harris, 1996). Treating 
dually diagnosed individuals with major mental disorders such as depression, bipolar 
disorder, or schizophrenia and a substance related disorder could be challenging for 
substance abuse counselors and mental health counselors. Many community mental 
health programs lack services specifically for these individuals, and there is disagreement 
among treatment providers as to the best approach to treatment. The disagreement 
centers around issues such as, will the disorders be addressed concurrently or separately, 
if separately which issues is addressed first, how will medications be managed, and is the 
client a primary substance abuse client who is receiving adjunctive services through 
mental health or vice a versa (Evans & Sullivan, 1990; O’Connell, 1998; Smith & 
Seymour, 2001).
The rates of personality disorders and coexisting cocaine abuse/dependence disorders 
range from 30% to 75% in inpatient samples (Kleinman, Miller, Millman, Woody, Todd, 
Kemp, & Lipton, 1990; Kranzler et. al., 1994 and Weiss et. al., 1993 as cited in Skinstad 
& Swain, 2001). Opiate abusers with a diagnosis of a personality disorder range from
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68% to 80 % (Kosten, et. al., as cited in Skinstad & Swain, 2001; Malow, West, 
Williams, & Sutker, 1989) and approximately 90% of polysubstance abusers (i.e., 
individuals abusing more than one substance) receive a personality disorder diagnosis 
(Lewis, Rice, & Helzer, 1983). Treating individuals with coexisting disorders is more 
difficult than treatment individuals with either a single psychiatric or substance disorder. 
Some of the difficulties include, determining an accurate diagnosis, increased rates of 
arrests, incarceration, and homelessness, high degree of relapse and rehospitalizations, 
poor medication and treatment compliance, and higher risk for suicide and violence 
(Singer, Kennedy, & Lenore, 1998; Smith & Seymour, 2001). Dual diagnosed 
individuals with alcohol/drug dependence and a comorbid personality disorder have been 
found to have poorer treatment outcomes (Andreoli, Gressot, Aapro, Tricot, & 
Gognalons, 1989; Booth, Cook, & Blow, 1992; Nace, & Davis, 1992; Ravndal & 
Vaglum, 1991).
Along with increasing numbers of dually diagnosed clients, substance abuse 
counselors are faced with meeting the treatment needs of clients from a variety of racial 
and ethnic backgrounds. As racial and ethnic diversity increases in the United States, the 
number of minority clients seeking substance abuse treatment is likely to rise as well 
(Finn, 1994). Some research has shown that minority clientele in substance abuse 
treatment fare no better or no worse than nonminority clientele (Freidman, Glickman, & 
Morrissey, 1986; Pickens & Fletcher, 1991; Siddall & Conway, 1988). However, other 
research has revealed that racial and ethnic minorities seek treatment less often (Rebach, 
1992; Sue & Sue, 1990), complete treatment less often (Kleinman, Kang, Lipton, Woody,
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Kemp, & Millman, 1992; Rebach, 1992) and are less likely to cut down or eliminate their 
substance use during or upon completion o f treatment (Rebach, 1992; Rush, 1979). 
Research also shows that minorities continue to be underrepresented in the mental health 
and counseling field (Sue, 1981; Sue, Carter, Casas, Fouad, Ivey, Jensen, Fromboise, 
Manese, Pronterotto, & Vazquez-Nutall, 1998). This lack of diversity among staff 
members can have a negative impact on client care as well. Depending upon the client’s 
stage of cultural identity, counselor race can influence the success of the counseling 
process (Sue, 1981).
When working with individuals from cultures different from their own, substance 
abuse counselors ought to consider the following questions: how are drinking and drug 
abuse defined in that culture? What are the behaviors in that particular culture that signal 
a substance abuse problem? To whom do people tend to turn to for help? Finally, are 
there any particular biases against seeking professional help (Kinney, 2000)?
If counselors are to be successful in meeting the counseling needs of clients from a 
number of cultural backgrounds, such as African Americans, Asian Americans or Latino 
Americans, counselors need to, (a) increase their awareness of the sociopolitical forces 
that have influenced the minority client; (b) have an understanding of how culture, class, 
and language factors can be barriers to effective treatment, (c) have an awareness of how 
expertness, trustworthiness, and the absences of similarities impact the minority client’s 
receptiveness to change in the counseling process, and (d) accentuate the significance of 
the client’s world view and cultural identity in the counseling process (Sue & Sue, 1990). 
Also, counselors need to be flexible in their counseling approaches and adapt the
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traditional 12-step, Minnesota Model of substance abuse treatment to meet the needs of 
individual clients. Some global suggestions for meeting the needs of African-Americans 
clients include focusing on acknowledgement of the African-American heritage and 
taking responsibility for one’s self and one’s family rather than focusing on anonymity 
and surrender. For many disenfranchised groups, encouraging anonymity and 
surrendering are simply continuations of being a non-person (Smith, Buxton, Bilal & 
Seymour, 1993). Suggestions for working with Asian Americans and Hispanic 
Americans include using a family focused approach, which emphasizes respect for the 
elders in the family and is supportive and educationally based (Caetano, 1993; Ja & Aoki, 
1993).
One factor that may affect substance counselors’ ability to treat clients from diverse 
ethnic and cultural backgrounds is counselor level of multicultural education and training. 
Over the last three decades, counselors and other helping professionals have called 
attention to the need for counselors and treatment practitioners to develop multicultural 
counseling competencies (Sue, Arredondo, & McDavis, 1992; Sue, Bernier, Durran, 
Feinberg, Pedersen, Smith, & Vasquez-Nuttall, 1982). In response to these requests, 
multicultural counseling issues have been integrated into counselor education curriculum 
in four ways: the separate course model (i.e., adding a multicultural course to existing 
curriculum), the area of concentration model (i.e., a core of multicultural courses 
including skill building activities and practicums), the interdisciplinary model (i.e., taking 
culturally focused course outside of the counseling program -  anthropology or sociology) 
and the integration model (i.e., infusing multicultural issues into all counseling courses).
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The integrative model is the one most often indorsed because it reaches the most students 
and bring multicultural issues to the forefront rather than treating cultural differences in 
isolation (Sue, et al., 1998). Substance abuse counselors completing counselor education 
programs have the opportunity to reflect about their own values and belief systems as 
well as being educated about other cultural world views. Substance abuse counselors 
who do not attend higher education programs may lack exposure to multicultural theory 
and practice and therefore be resistant to exploring multicultural issues in counseling.
Past research shows that recovering counselors tend to be more resistant to learning new 
treatment concepts or approaches and tend to have a narrower view to counseling practice 
(i.e., usually focusing only on the 12-step model of recovery) than non-recovering 
counselors (Lawson, Lawson, & Rivers, 2001). Relying solely on the 12-step recovery 
process fails to consider the ethnic and cultural needs of clients (Smith, Buxton, Bilal, & 
Seymour, 1993). Counselors with personal recovery as a primary credential for 
providing counseling may lack exposure to multicultural counseling issues presented as 
part of a  college curriculum and may need to seek the necessary skills to work with a 
diverse client population through attending conferences, in-service training or seeking 
supervision which focuses on multicultural counseling concerns.
In addition to the challenge of providing culturally sound treatment, abuse counselors 
must be prepared to face a number of ethical dilemmas on a daily basis. For example, a 
client may meet the admission criteria for residential treatment but may be resistant to 
residential treatment due to the cultural importance of remaining with ones’ family. The 
counselor will be faced with following the agency treatment protocol or being culturally
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
102
sensitive to the client’s treatment needs. A common dilemma faced when working with a 
client with coexisting mental illness and substance dependence is whether or not to 
provide substance abuse services without first treating the mental illness (Toriello, 1998).
Providing treatment to adolescents, women, and individuals infected with HIV or 
AIDS also poses ethical dilemmas. An adolescent client may prefer the treatment goal of 
controlled drinking rather than abstinence. In this case, counselor is faced with working 
with the adolescent on his chosen goal or forcing the goal of abstinence due to the legal 
drinking age. When treating pregnant women, the counselor may be faced with the 
dilemma of reporting repeated relapses or on going use of drugs or alcohol to the legal 
authorities, or continuing to treat the woman despite the risks, the risks the relapses pose 
to the fetus (Rasmussen, 2000; Toriello, 1998). Finally, counselors treating individuals 
infected with HIV or AIDS may be faced with a client who is refusing treatment saying,
“I am going to die anyway. Just let me do what I want.” versus pursuing court ordered 
treatment. Given the diversity of the client population and the ethical dilemmas faced by 
substance abuse counselors, research concerning the impact of counselor level of 
education, experience, and recovery status on conceptual development and moral 
judgment is imperative.
Summary
In summary, the preceding review of the literature has established that cognitive 
developmental level is related to an individual’s ability to function in complex 
environmental situations and to perform counseling related tasks (Holloway & Wampold, 
1986; Stoppard & Miller, 1985). Also, individuals with higher levels of education tend to
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have higher levels of cognitive development (Rest, 1986a; Rest, et. al., 1999; Rest & 
Narvaez 1994).
Recovering and non-recovering substance abuse counselors were found to differ in 
the areas of educational level (Aiken, et. al., 1984; Lawson, 1982; McGovern & 
Armstrong, 1987; Stoffelmayr, et. al, 1998), approach to counseling (Aiken et al., 1984; 
Lawson et. al., 1982; Leavy, 1991; McLellan, et. al., 1988; Stoffelmayr et. al., 1998), and 
personality characteristics (Hoffmann & Miner, 1973; McGovern & Armstrong, 1987; 
Moyers & Miller, 1993; Shipko & Stout, 1992). Also, substance abuse counselors are 
functioning in complex work environments (Geekie & Brown, 1995; Moore & Li, 1994; 
Skinstad & Swain, 2001), and are faced with moral dilemmas on a regular basis (Toriello, 
1998). Due to the lack of research concerning substance abuse counselors and cognitive 
development, this study will investigate the relationship between substance abuse 
counselor education, experience, recovery status and cognitive development.
Chapter Three will describe the design and methodology of the study including: the 
population and sample, the data collection procedures, the instrumentation, the research 
design and data analysis, the null hypotheses, and the ethical considerations of the study.
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
104
Chapter 3 
Methods and Procedures
Introduction
The previous chapter presented current research on cognitive developmental theory, 
substance abuse counselor approaches to treatment and counselor characteristics, and the 
complexity of the substance abuse work environment. Chapter three describes the 
design and methodology of the study. The chapter is divided into the following six 
sections:
1. Population and Sample
2. Data Collection Procedures
3. Instrumentation
4. Research Design and Data Analysis
5. Null Hypotheses
6. Ethical Considerations 
Population and Sample
In year 2000, an estimated 465,000 counselors were employed nationwide; of these, 
61,000 were substance abuse and behavioral disorder counselors (i.e., treating clients 
with alcoholism, drug addiction, gambling addiction, and eating disorders) 
(http://stats.bls.gov/oco/ocos067.htm). From this statistic, some 9,300 addictions 
counselors may be estimated as practicing in the Commonwealth of Virginia. The target 
population for this study was substance abuse counselors in the Commonwealth of 
Virginia.
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Due to the number of substance abuse credentials available and due to the lack of an 
overseeing Board to coordinates the certification and licensure process for substance 
abuse counselors (Page & Bailey, 1995), a comprehensive record of active, practicing 
substance abuse counselors does not exist. Multiple certification and licensure lists were 
obtained which are representative of differing levels of education, experience, and 
credentials of the substance abuse counselors in the Commonwealth of Virginia. 
Participants were gathered by sending surveys to a random sample of the accessible 
population. The accessible population included, Certified Substance Abuse Counselors 
(CSACs), Certified Addictions Counselors (CACs), Master Addiction Counselors 
(MACs), and Licensed Substance Abuse Treatment Providers (LSATPs). The total 
accessible population included 1,215 CSAC's, 379 CACs, 44 MAC’s, and 108 
LSATP’s. Seventeen of the counselors had more than one of the above credentials. This 
left 1,729 unduplicated counselors in the accessible population.
The return rate for survey research with Substance Abuse Counselors ranges from 
20% to 32% (Thombs & Osborn, 2001). This researcher attempted to secure the 
participation o f900 randomly sampled members from the above mailing lists. With a 
population size of 1,729, at least 313 participants are needed to achieve a desired 95% 
confidence level of representation for the accessible population (Krejcie & Morgan, 
1970). Reminder postcards (Appendix G) were sent to the non-respondents after the 
initial due date. Due to a low response rate (i.e., 21%), another postcard (Appendix H) 
was sent to 5% of the non-respondents to gather demographic information and 
professional characteristics. This information was compared with the demographics of
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the respondents to determine if there were significant differences among the respondents 
and non-respondents and whether the findings may be representative of the target 
population.
Certification and Licensure Credentials in the Commonwealth o f Virginia.
Certified Substance Abuse Counselors (CSACs) are credentialed through the 
Virginia Board of Health Professionals. The CSAC certification requirements include:
(1) a high school diploma or general educational development (GED) certificate, (2) 400 
hours of substance abuse education from an accredited university/college, a board 
approved program or board approved seminars and workshops, (3) substance abuse 
education will include 220 hours of didactic training and 180 hours of experience based 
training (4) supervised counseling experience (2,000 hours), (5) face to face supervision 
(100 hours) from a board approved supervisor such as a licensed professional counselor, 
licensed clinical psychologist or a licensed substance abuse treatment practitioner, and (6) 
pass CSAC written examination (Commonwealth of Virginia Department of Health 
Professionals Board of Counseling, 2000).
Certified Addictions Counselors (CACs) are credentialed through the Substance 
Abuse Certification Alliance of Virginia (SACAVA). The CAC certification 
requirements include: (1) a bachelors degree in the field of human services and a 
minimum of 300 hours of training and/or education in alcohol and drug treatment, (2) a 
supervised practicum (at least 300 hours) in the twelve task areas, (3) face to face clinical 
supervision (150 hours) from a SACAVA Certified Clinical Supervisor or a pre-approved 
professional such as a licensed clinical social worker or licensed professional counselor,
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(4) three professional references (one from the clinical supervisor), (S) a written 
philosophy of treatment statement, (6) documentation of three years of alcohol and drug 
counseling work experience in the last six years, (7) successfully complete an oral 
examination which is a case presentation, (8) pass the ICRC written exam and (9) live 
and/or work at least fifty-one percent of one’s time in the certifying state 
(www.sacava.orn/cert-req/caa.htm).
Master Addictions Counselors (MACs) are credentialed through the National Board 
of Certified Counselors (NBCC), Commission on Rehabilitation of Counselor 
Certification (CRCC) and National Association of Alcoholism and Drug Abuse 
Counselors (NAADAC). Upon investigation, the NBCC MAC’s supplied the most 
comprehensive list of MACs in the Commonwealth of Virginia (i.e., there were no CRCC 
MACs in Virginia and the number of NAADAC MACs could not be determined). The 
MAC certification requirements include: (1) a National Certified Counselor credential,
(2) documentation of a minimum of 12 semester hours of graduate coursework in the area 
of addictions or 500 continuing education hours in addictions, (3) three years supervised 
experience as an addictions counselor (at least 20 hours per week and two o f the three 
years must be post master’s), and (4) a passing score on the Examination for Master 
Addictions Counselors (http://www.nbcc.org/cert/mac.htrn).
Licensed Substance Abuse Treatment Providers (LSATPs) are credentialed through 
the Virginia Board of Health Professionals. The LSATP credential can be achieved by 
endorsement or by examination. The LSATP endorsement requirements include: (1) 
having a current substance abuse treatment license in another jurisdiction in good
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standing or, (2) having a current mental health license in good standing in a category 
acceptable to the Virginia Board of Health Professionals and one of the following, (a) a 
Board recognized national certification in substance abuse treatment, (b) a master’s degree 
in substance abuse treatment and two years of post-licensure experience in providing 
substance abuse treatment, (c) a master’s degree not in substance abuse treatment and five 
years of post-licensure experience in substance abuse treatment plus 12 credit hours of 
didactic training in the substance abuse treatment or (d) a current substance abuse counselor 
certification in Virginia in good standing or a Virginia substance abuse treatment specialty 
licensure designation with 2 years of post-licensure or certification substance abuse 
treatment experience
(http://vvww.dhp.state.va.us/fonns/counselinu/LSATP/APPLlCAT10N%20PACKAGE/A
PPINFO.DOCI.
The LSATP examination requirements include: (1) a graduate degree in substance 
abuse treatment or a related counseling discipline, (2) completion of the general core 
curriculum and substance abuse competencies, (3) supervised experience (2000 hours of 
face-to-face client contact, (4) 200 hours of face-to-face supervision by a Board approved 
supervisor and (5) the passing of the LSATP written examination 
(http://wwvv.dhp.state.va.us/forms/counselina/LSATP/APPLICATIQN%20PACKAGE/A 
PPINFO.DOCI.
Data Collection Procedures
Participants were gathered by sending a survey packet to a random sampling of 
Certified Substance Abuse Counselors (CSACs), Certified Addictions Counselors
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(CACs), Master Addictions Counselors (MACs), and Licensed Substance Abuse 
Treatment Providers (LSATPs) in the Commonwealth of Virginia The survey packet 
included: a cover letter that explained the purpose of the study (Appendix A), an 
Informed Written Consent/Acknowledgement of Voluntary Participation Form 
(Appendix B), a General Questionnaire (Appendix C), Request for Study Results 
(Appendix D), the Paragraph Completion Method (Appendix E), and the Defining Issues 
Test (Appendix F). A self-addressed stamped envelope was provided to make the return 
of the survey packet more convenient. Participants were instructed to return the Informed 
Written Consent/Acknowledgement of Voluntary Participation form separately from the 
data collection instruments to maintaining anonymity of the participants’ results. 
Participants were informed that all responses received by the due date were placed in two 
fifty-dollar drawings. Reminder postcards (Appendix G) were sent to the non­
respondents after the initial due date. As discussed above, the response rate was low (i.e., 
21% return rate) and another postcard (Appendix H) was sent to 5% of the non­
respondents to gather demographic information and professional characteristics. The 
information from the second postcard was used to compare the demographics of 
respondents and non-respondents. The researcher’s name and address was made 
available to the participants and the participants were encouraged to contact this 
researcher regarding survey questions or personal concerns related to the study. It was 
predetermined that any participant requesting counseling as a result of this study, would 
be referred to his or her local Community Services Board.
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Instrumentation
Three instruments were used to collect information in this study: the General 
Questionnaire, the Paragraph Completion Method (PCM), and the Defining Issues Test 
(D1T).
General Questionnaire.
The General Questionnaire was a one-page, researcher-developed demographic 
survey. The information collected on the General Questionnaire was the subjects’ age, 
gender, race, number of years as a substance abuse professional, counseling setting, 
predominant theory of counseling, highest academic degree held, licensure status, and 
recovery status. The General Questionnaire gathered counselor-related variables that 
were explored for significance when comparing conceptual and moral judgment levels.
Paragraph Completion Method (PCM).
The Paragraph Completion Method was the instrument used to assess the 
participants’ conceptual level. The PCM is a semiprojective test, which consists of six 
incomplete sentence stems: “What I think about rules...” “When I am criticized...” 
When I am not sure...” When I am told what to do...” “What I think about parents...” 
When someone disagrees with me.. Participants were asked to add at least three 
additional sentences in a time-limited period of 2 minutes (Hunt, Butler, Noy, & Rosser, 
1978). The items on the PCM sample cognitive processes in the following areas: 
interpersonal uncertainty, conflict, and authority. The responses are scored based on how 
a person thinks, and a trained rater was used to score each response. Scoring of each 
response ranges from a 0 (very undifferentiated response) to 3 (taking two viewpoints
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into account simultaneously). A final score was obtained by calculating the averages of 
the three highest scores. The recommended standard range of scores are a low score is 0 
-1.0, a moderate score is 1.1 -  1.9 and a high score is 2.0 and above (Hunt, et. al., 1977). 
The PCM can be completed in approximately 20 minutes and is appropriate for sixth 
graders through adults.
The PCM manual provides an extensive discussion of the instrument’s construct 
validity and the inter-rater reliability coefficients range from .80 to .85. Concurrent 
validity for the PCM was reported in the .20 • .30 range when compared to tests of 
intelligence and .40 correlation with the Kohlberg Moral Maturity Scale was found 
(Hunt, 1970; Hunt et al., 1978). Internal reliability of the test ranged from .60 to .75, and 
the test-retest scores at 3-month and 9-month intervals were .67 and .59 (Schroder et. al., 
1967). Gardiner and Schroder (1972) report the validity of the PCM has been established 
in over 100 studies, and they go on to report interrater reliabilities of .80 to .95 and test- 
retest reliabilities from .52 to .67.
Defining Issues Test (DIT).
The Defining Issues Test was developed by Rest (1986b) to assess levels of moral 
judgment. The DIT is an objective multiple-choice test, which asks the participant to 
read six short stories and respond to questions concerning the stories. There is also a short 
version of the DIT, which asks the participant to respond to three dilemmas. In an 
attempt to increase the response rate, the short version was selected for use in this study. 
The questions on the short version of the DIT are based on six stories from Kohlberg’s 
Moral Judgment Interview (MJI). The three stories chosen for the short version had the
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highest correlation of any 3-story combination with the full 6-story test. Using a sample 
of 160 subjects, the scores from the short version correlated at .93 with the scores of the 
6-story version. With a larger sample of 1,080 subjects, the 6-story scores correlated at 
.91 with the 3-story test (Rest, 1986b). Rest (1986b) maintained that the short version 
has the same testing qualities as the longer version.
When taking the DIT, participants are asked to read a short story and decide what 
action the protagonist of the story should take. The three options are: 1 -should do it; 2- 
can’t decide; 3-should not do it. The participant is then given twelve pre-constructed 
rationales for the action taken to resolve the story’s dilemma. The twelve rationales are 
based on Kohlberg’s stages of moral development. The participant is asked to designate 
a level of significance for each of the twelve rationales in the decision-making process 
and to select the four most important solutions and rank order them. Scores for the DIT 
are gathered from the last four ranked solutions. The Principle thinking score (P score) is 
the most commonly reported score on the DIT. The score is based on the relative 
importance the participant gives to items representing the highest stages of moral 
reasoning (i.e., Kohlberg’s stages 5 and 6). A subjects P scores can range from 0-95.
The P-score is adjusted for missing data by recalculating the score based on the number 
of completed responses. Higher P-scores indicate higher levels of moral development 
(Rest, Navies, Be beau, & Thoma, 1999; Rest, Thoma, Narvaez, Be beau, 1997).
A new index, which is used along with the P-score to assess moral judgment scores 
on the DIT, is the N2 Index. The N2 Index is believed to be the most valid single score 
(Rest & Narvaez, 1998). There are two parts to calculating the N2 Index. The first step
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is evaluating the degree to which the “principled items” are prioritized (similar to the P- 
score), and the second is evaluating the degree to which lower stages are rated lower and 
higher stages are rated higher. Principled items are scored the same for the P-score and 
the N2 index. The only difference is the N2 makes no adjustment for missing data. The 
second step compares a respondent’s use of the lower stage items to the higher stage 
items, and then the two parts are combined into one score. The N2 index uses both the 
ranking and rating data where as the P-score is calculated from the rankings only. In 
most cases, N2 and P-scores are highly correlated (.90s) however; the N2 Index is more 
sensitive to educational interventions and to assessing educational group differences 
(Rest, Thoma, Narvaez, & Bebeau, 1997). Since the P-score is the most commonly 
reported score in the literature, it is suggested to report both the P-score and N2 Index. 
The N2 Index has been adjusted so that it is on the same scale as the P-score. General 
averages for DIT scores are: junior high students average in the 20s, senior high students 
average in the 30s, college students average in the 40s, students graduating from 
professional school programs in the SOs and moral philosophy / political science doctoral 
students in the 60s (Rest & Narvaez, 1998).
When addressing construct validity, Rest et al., (1999) begins by presenting what a 
test of moral judgment should do. According to Rest et. al., a test of moral judgment 
should be able to:
1. Discriminate more expert groups from less expert groups
2. Provide upward trends in longitudinal data
3. Be sensitive to educational interventions
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4. Demonstrate a developmental hierarchy (higher is better)
5. Link moral judgment to real life behavior
6. Link moral judgment to political attitude and choice
7. Demonstrate reliability and internal consistency
The construct validity of the DIT, according to these criteria, has been supported in 
numerous research studies (Rest et. al., 1999; Rest, 1986b).
To support concurrent validity, the DIT has been compared to other measures of 
moral thinking such as Kohlberg’s Moral Judgment Interview and the Comprehension of 
Moral Concepts Test and the correlations are .60 to .70. Also, there is support for the 
DIT’s divergent validity. The DIT is found to be unrelated to social desirability and most 
personality traits/measures such as MMPI, Locus of Control, Self-Esteem and Anxiety. 
The test-retest correlations for the P score, with intervals ranging from one week to five 
months, are in the high .70s or .80s, and the internal reliability averages for the DIT are in 
the .80s. (Rest & Narvaez, 1994.)
In addition to the short version of the DIT, an author-constructed substance abuse 
counselor related dilemma was administered. Past research has shown a significant 
decline in moral judgment when the content of the dilemma is personally charged. Mohr, 
Gerler, and Sprinthall (1987) determined that when reasoning about drug use, adolescents 
were found to be at significantly lower stages of development as compared to their level 
of development on standard moral dilemmas. Gilligan, Kohlberg, Lemer, and Belenky 
(1971) found a similar decline in moral judgment when adolescents were reasoning about
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sexual activity; as did Foster and Sprinthall (1992) with women choosing to abort a 
pregnancy.
The substance abuse counselor dilemma was modeled after the DIT dilemmas and 
was handed scored by this researcher. Faculty and doctoral students knowledgeable 
about moral reasoning and assessment were consulted concerning the construction of this 
dilemma. Upon review of the dilemma, the faculty and doctoral students indicated that 
the dilemma had adequate comprehension and situational relevance. P-scores from the 
standard DIT were compared with the substance abuse counselor dilemma to explore the 
differences between moral reasoning of authentic and hypothetical dilemmas. Since this 
was the first research project to use the substance abuse dilemma, the results concerning 
the comparison between the substance abuse counselor dilemma and the standard DIT 
dilemmas are consider exploratory in nature.
Research Design and Data Analysis
The purpose of this study was to investigate the relationship among counselor 
education, experience, recovery status, conceptual, and moral development of substance 
abuse counselors. To determine the relationships between the variables of study, a 
descriptive and correlational research design was chosen. The statistical procedures 
included a linear stepwise multiple regression. Demographic variables were forced into 
the statistical equation first to factor out their portion of the variance. Follow-up 
ANOVAs were run as needed, and statistical significance was set at an alpha level of .05. 
When demographic categories had limited numbers, some of the categories were
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combined during data analysis (i.e., race was changed to minority and majority, smaller 
licensure were combined together to form an “other” category).
Null Hypotheses.
The research questions discussed in Chapter 1 are restated below in the form of null 
hypotheses:
(1) Counselor education is not related to the conceptual development of substance abuse 
counselors as measured by Hunt’s Paragraph Completion Method (PCM) when 
demographic variables of gender, age, and race are controlled.
(2) Counselor experience is not related to the conceptual development of substance 
abuse counselors as measured by Hunt’s Paragraph Completion Method (PCM) when 
demographic variables of gender, age, and race are controlled.
(3) Counselor recovery status is not related to the conceptual development of substance 
abuse counselors as measured by Hunt’s Paragraph Completion Method (PCM) when 
demographic variables of gender, age, and race are controlled.
(4) Counselor education is not related to the moral judgment of substance abuse 
counselors as measured by Rest & Narvaez’s Defining Issues Test when demographic 
variables of gender, age, and race are controlled.
(5) Counselor experience is not related to the moral judgment of substance abuse 
counselors as measured by Rest & Narvaez’s Defining Issues Test when demographic 
variables of gender, age, and race are controlled.
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(6) Counselor recovery status is not related to the moral judgment of substance abuse 
counselors as measured by Rest & Narvaez’s Defining Issues Test when demographic 
variables of gender, age, and race are controlled.
(7) There will be no difference in counselor P-scores on a substance abuse dilemma as 
compared to their P-scores on the DIT.
Ethical Considerations
All participants were informed as to the purpose of this research project prior to their 
participation. An Informed Written Consent / Acknowledgement of Voluntary 
Participation form was included in the survey packet.
The survey packet addressed confidentiality issues as well. Confidentiality was 
maintained by assigning code numbers to each of the participants, and the names and 
numbers of the counselors were accessible to the researcher alone. All personal 
information was destroyed following the completion of this research project. All 
participants were given the option of receiving a copy of the study results.
Any participant requesting counseling as a result of this study was provided a referral 
for individual counseling. Participants were made aware of this option in the survey 
packet information.
Prior to data collection, this research study was submitted for approval to the 
Committee for Research on Human Subjects at the College of William & Mary. The next 
chapter includes a presentation of the research results: a review of the sampling 
procedures, demographic data results, descriptive data results, review of the directional 
hypotheses, and a summary of the chapter.
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Chapter 4 
Analysis o f Results
Introduction
The purpose of this study was to examine the relationships among counselor 
education, experience, recovery status, conceptual level, and moral judgment of 
substance abuse counselors in the Commonwealth of Virginia. The findings of this 
inquiry are described in this chapter. The chapter is organized into five sections: 
Sampling Procedures, Demographic Data Results, Descriptive Data Results, Review of 
the Directional Hypotheses, and Summary.
Sampling Procedures
In February 2002, envelopes containing the Paragraph Completion Method (PCM), 
Defining Issues Test (DIT) and General Questionnaire were sent to 900 randomly 
sampled Substance Abuse Counselors across the Commonwealth of Virginia. On March 
15,2002, reminder / thank you cards were mailed to the participants. All responses were 
completed and received by April 15,2002. Five percent of the non-respondents (n = 36) 
were sent a postcard to gather demographic information, which was compared to the 
respondents’ demographics. The data collection process occurred from February 2002 
through May 2002.
Demographic Data Results
Nine hundred Substance Abuse Counselors were mailed survey packets. Of the 900 
packets sent, 188 were returned for a 21% return rate. Of the 188 respondents, 133 
completed all survey questions and produced usable protocols for all instruments; 55
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participants failed to complete all demographic information or produce valid protocols 
for the DIT or PCM instruments. From those SS respondents, 16 omitted information 
from the General Questionnaire. When possible, results were analyzed from the 55 
respondents. For example, one respondent failed to report his age but completed the rest 
of the General Questionnaire, the DIT and the PCM. This respondent’s demographic 
information (with the exception of age), DIT and PCM scores were included in the 
overall analysis.
Some respondents left more than one question blank on the General Questionnaire. 
Nine respondents omitted their number of years of experience as a substance abuse 
professional, four omitted their years of education, three omitted their current client 
population, three omitted their age, three omitted their predominant counseling theory, 
two omitted their predominant mode of treatment, two omitted their recovery status, one 
omitted their counseling setting, and one omitted gender. One hundred eight-seven PCM 
protocols were received (one respondent failed to complete the PCM). All but two 
produced valid protocols. Two respondents completed the PCM but failed to provide 
enough information on which to base a score. One hundred eighty-five DIT protocols 
were received (three respondents failed to complete the DIT). Thirty-three of the DIT 
protocols failed to pass all five reliability checks (i.e. rate-and-rank consistency, 
meaningless items, missing rates and missing ranks) of the DIT. The scoring report from 
the Center for the Study of Ethical Development did not provide information concerning 
which respondents did not pass which reliability checks. Upon contacting the Center, it 
was explained that due to the changes in computer systems (i.e., up grading from the DIT
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1 program to the DIT 2 program), information concerning purged protocols was no 
longer available. As for the author constructed substance abuse dilemma, 187 completed 
protocols were received. Eighteen protocols were purged due to rate-and-rank 
inconsistency or missing ranks.
Descriptive Data Results
Descriptive data and measures of central tendency indicated that the mean age of the 
188 was 48.64 years (SD = 10.02, Mdn = 49.00, Mode = 50) with a range of 28 -  75 
years of age. Females were more represented than males. There were 112 females 
(59.9%) and 75 males (40.1%). The respondents’ race consisted of 168 Caucasians 
(89.4%), 14 African Americans (7.4%), 2 Hispanics (1.1%), 1 Native American (.5%),
and 1 other (.5%, see Table 4.1 for Respondents by Race and Gender).
Table 4.1 
Respondents by Race and Gender
Race Male Female Total
Caucasians
N 61 107 168
% 81.3%% 95.5% 89.4%
African American
N 10 4 14
% 13.3% 3.5% 7.4%
Hispanic American
N 2 2
% 2.6 1.1%
Asian American
N 1 1
% 1.3 .5%
Native American
N 1 1
% .8 .5%
Other
N 1 1
% 1.3% .5%
Note. N = 187 (One respondent did not disclose race or gender.)
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
121
The level of counselor education was determined by the highest academic degree 
attained and recorded as the number of years of education. Of the 188 respondents, 117 
reported 18 years of education (62.2%), 3S reported 16 years of education (18.6%), 13 
reported 14 years of education (6.9%), 9 reported 21 years of education (4.8%), 5 
reported 20 years of education (2.7%), and 4 respondents omitted their years of education 
(2.1%, see Table 4.2 for Respondents’ Education Levels).
Table 4.2 
Respondents’ Education Levels 
Education Frequency Percent
High School Diploma/GED 5 2.7
Associate’s Degree 13 6.9
Bachelor’s Degree 35 18.6
Master’s Degree 117 62.2
ABD 5 2.7
Doctoral Degree 9 4.8
Note. N =  184 (Four respondents did not disclose level o f  education.)
The level of counselor experience was determined by the number of years the 
respondent had been working as a substance abuse professional. The average number of 
years as a Substance Abuse Professional was 16 years (SD = 7.36, Mdn = 13, Mode = 20) 
with a range of 3 -  35 years.
Counselor recovery status was based on respondent self-identifying as a recovering 
alcoholic / addict, recovering family member, or non-recovering counselor. Eighty-two
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of the respondents identified themselves as non-recovering counselors (43.6%), 67 
identified themselves as recovering alcoholics / addicts (35.6%), 37 identified themselves 
as recovering family members (19.7%), and 2 respondents omitted their recovery status 
(1.1%, see Table 4.3 for Respondents’ Recovery Status).
Table 4.3 
Respondents’ Recovery Status 
Recovery Status Frequency Percent
Recovering Alcoholic/Addict 67 35.6
Recovering Family Member 37 19.7
Non-Recovering 82 43.6
Note. N = 186 (Two respondents did not disclose recovery status.)
Whether a respondent had a counseling license or substance abuse counseling 
certification was also collected. Eighty-two of the respondents reported having a 
Certified Substance Abuse Counselors (CSAC) credential (43.6%), 61 reported having a 
Certified Addictions Counselors (CAC) credential (32.4%), 12 reported having a 
Master’s Addiction Counselors (MAC) certification (6.4%), 32 reported having no 
certification (17%) and 1 respondent failed to provide certification information (see Table 
4.4 for Respondents’ Counseling Certifications information).
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Table 4.4
Respondents' Counseling Certifications 
Certification Frequency Percent
Certified Substance Abuse Counselor 82 43.6
Certified Addiction Counselor 61 32.4
Master Addiction Counselor 12 6.4
None 32 17
Note. N = 187 (One respondent did not report certification status.)
When asked about holding a current counseling license, 94 reported having no 
counseling license (50%), 31 reported being a Licensed Professional Counselor (LPC, 
16.5%), 15 reported being a LPC and a Licensed Substance Abuse Treatment Practitioner 
(LSATP, 8%), 11 reported being a Licensed Social Worker (LCSW, 5.9%), 11 reported 
being a LPC, a LSATP and a Licensed Marriage and Family Therapist (LMFT, 5.9%), 8 
reported being a LPC and a LMFT (4.3%), 7 reported being a LSATP and a LCSW 
(3.7%), 4 reported having a Maryland or Washington DC counseling license (2.1%), 1 
reported being a LSATP (.5%), 5 reported “other” (i.e., Licensed Clinical Psychologist or 
Licensed School Counselor, 2.7%), and 1 respondent failed to provide licensure or 
certification information (.5 %, see Table 4.5 for Respondents’ Counseling Licensure 
information).
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License
Table 4.5 
Respondents’ Counseling License 
Frequency Percent
LPC 31 16.5
LPC & LSATP 15 8.0
LPC, LSATP, & LMFT 11 5.9
LSCW 11 5.9
LMFT & LPC 8 4.3
LSATP & LSCW 7 3.9
Maryland & DC 4 2.1
Other 5 2.7
None 94 50
Note. N = 187 (One respondent did not report licensure status.)
When asked about their current counseling setting, 49 of the respondents reported 
outpatient substance abuse treatment program (26.1%), 34 reported community mental 
health center (18.1%), 31 reported criminal justice setting (16.5%), 22 reported inpatient 
substance abuse treatment program (11.7%), 9 reported substance prevention program 
(4.8%), 3 reported employee assistance program (1.6%), 2 reported social or medical 
detoxification program (1.1%), 36 reported “other” (i.e., school settings, private practice, 
inpatient mental health program, programs for dully diagnosed individuals) and 2 
respondent failed to provide information for the current counseling setting (1.1%, see 
Table 4.6 for information on Respondents’ Counseling Setting).
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Table 4.6 
Respondents’ Counseling Setting 
Setting Frequency Percent
Outpatient Substance Abuse 49 26.1
Community Mental Health 34 18.1
Criminal Justice 31 16.5
Inpatient Substance Abuse 22 11.7
Prevention 9 4.8
EAP 3 1.6
Social or Medical Detoxification 2 1.1
Other 36 19.1
Note. “Other” included school settings, private practice, and inpatient mental health program, 
programs for dully-diagnosed individuals. N = 186 (Two respondents did not report counseling 
setting.)
Information concerning respondents’ current client population was also gathered. 
One hundred twenty-three respondents reported “adults” (65.4%), 27 reported 
“adolescents” (14.4%), 27 reported both “adults and adolescents” (14.4%), 8 reported 
“families” (4.3%), and 3 failed to report current client population (1.6%). When asked 
about the predominate mode of treatment, 114 reported “group therapy” (60.6%), 63 
reported “individual therapy” (33.5%), 10 reported “marriage and family therapy” (5.3%) 
and 1 respondent (.5%) failed to complete the predominate mode of treatment section.
The final demographic data collected was predominant counseling theory. 
Respondents were asked to choose among the following theories: cognitive behavioral,
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disease /12 step model, family systems, gestalt, person centered and reality theory. 
Seventy-three respondents reported cognitive behavioral (38.8%), 69 reported disease / 
12 step model (36.7%), 17 reported reality theory (9%), 12 reported family systems 
(6.4%), 7 reported person centered theory (3.7%), and 5 respondents chose gestalt 
(2.7%). Two respondents refused to choose a predominant theory. One wrote in eclectic 
(.5%) and one wrote in “none of the above” (.5%). Three respondents failed to provide 
information concerning predominant counseling theory (1.6%, see Table 4.7 for 
Respondents’ Predominate Counseling Theory).
Table 4.7
Respondents’ Predominate Counseling Theory
Theory Frequency Percent
Cognitive Behavioral 73 38.8
Disease/12-Step 69 36.7
Reality 17 9.0
Family Systems 12 6.4
Person Centered 7 3.7
Gestalt 5 2.7
Note. N = 183 (Three respondents’ did not disclose their predominate counseling theory and two 
wrote in eclectic and none o f  the above.)
Respondents’ conceptual level scores, obtained from the Paragraph Completion 
Method (PCM), were within two of Hunt’s four stages. Hunt (1971) recommended the 
following ranges of scores for designation of groups by conceptual stage level (CL): 
Stage Zero = 0.0 -  0.9; Stage One = 1.0 -  1.9; Stage Two = 2.0 -  2.9 and Stage Three =
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3.0. The summary statistics of measures of central tendency for the respondents PCM 
scores were: M = 1.93, (SD =.30), Mdn = 2.0, mode = 2.0. Scores ranged form 1.0 to 
2.8. This places the respondents in Hunt’s Stage One and Stage Two (see Table 4.8 for 
Respondents’ PCM Scores).
Table 4.8 
Respondents’ PCM Scores 
PCM Score Frequency Percent
1.0 1 .5
1.2 1 .5
1.3 4 2.1
1.5 17 9.0
1.6 1 .5
1.7 20 10.6
1.8 39 20.7
2.0 51 27.1
2.2 31 16.5
2.3 8 4.3
2.5 8 4.3
2.7 3 1.6
2.8 1 .5
Total 185 98.4
Note. N =  185 (One respondent did not complete the PCM and two respondents did not produce 
valid protocols).
Respondents’ moral judgment scores were obtained from the Defining Issues Test (DIT) 
short version, P-Scores and N2 Indexes. The measures of central tendency for 
respondents P-Scores were: M = 40.51, (SD = 17.77), Mdn = 36.67, and mode = 26.67. 
The scores ranged from 00 to 83.33 (see Table 4.9 for Respondents’ P-Scores). The 
measure of central tendency for respondents N2 Indexes were: M = 29.72, (SD = 7.45), 
Mdn = 29.19, and bimodal scores = 22.04 and 23.17. Scores ranged from 9.69 to 45.32 
(see Appendix H for respondents’ N2-Indexes). General averages for DIT scores are:
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junior high students average in the 20s, senior high students average in the 30s, college 
students average in the 40s, students graduating from professional school programs in the 
50s and moral philosophy / political science doctoral students in the 60s (Rest &
Narvaez, 1998).
DIT P-Score
Table 4.9 Respondents’ DIT P-Scores 
Frequency Percent
.00 1 .5
3.33 1 .5
10.00 3 1.6
13.33 4 2.1
16.67 6 3.2
17.24 1 .5
19.23 2 1.1
20.00 6 3.2
23.33 6 3.2
26.67 16 8.5
30.00 8 4.3
33.33 12 6.4
35.00 1 .5
36.67 II 5.9
40.00 8 4.3
43.33 7 3.7
46.67 8 4.3
50.00 9 4.8
53.33 6 3.2
55.56 1 .5
56.67 7 3.7
57.14 1 .5
60.00 6 3.2
63.33 9 4.8
66.67 6 3.9
70.00 5 2.7
73.33 1 .5
76.67 1 .5
83.33 2 1.1
Note. N = 155, Thirty-three (33) of the DIT protocols failed to pass the all five reliability checks 
(i.e. rate-and-rank consistency, meaningless items, missing rates and missing ranks) of the DIT
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Review o f the Directional Hypotheses
Seven hypotheses were examined in this study. Data collected by the General 
Questionnaire, PCM and DIT were scored and compared for significant differences to 
test the following research hypotheses.
Hypothesis One.
Substance abuse counselor education level is positively correlated with counselor 
conceptual level as measured by Hunt’s Paragraph Completion Method (PCM) when 
demographic variables of gender, age, and race are controlled.
Stepwise linear multiple regression was the statistical analysis used to test hypothesis 
one. Initially, the dependent variable was conceptual development (i.e., PCM scores), the 
independent variable was counselor education (i.e., highest level of education attained 
measured in the number of years of education) and the control variables were age, gender 
and race (due to the limited number of minority respondents, race was changed to a 
dichotomous category - minority versus majority). Counselor level of education was not 
found to be statistically significant and was excluded from the model.
To correct the skewed distribution, (i.e., master’s level respondents were more 
common than any other group) years of education were converted to categories. The 
analysis was rerun with education defined as six categories (i.e., GED / high school 
diploma, associates degree, bachelors degree, masters degree, ABD and doctoral degree) 
and four categories (i.e., high school / associates degree, bachelors degree, masters 
degree and ABD / doctoral degree). The results were the same with six and four 
education categories. Also, all variables in block one (i.e., age, gender, and race) and
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block two (i.e., education as six categories) were run as stepwise multiple regression 
rather than controlling or forcing age, gender and race into the model. Stepwise was used 
with both blocks due to respondent age being significant in the first analysis. It appeared 
that the variables of gender and race were not significant and were suppressing the 
significance of respondent age.
In the second analysis, the variables of masters’ level education and age were 
significant (education, F [2,179] = 5.654, p = .004; age, F [1,180] = 7.024, p = .009). 
When analyzing masters’ level education, the R was .244 and the R squared was .059 
(small effect size), which indicated that masters’ level of education and respondent age 
accounted for five percent (5%) of the variance in the PCM scores. The R for age was 
.194 and R squared was .038 (small effect size), which indicated that the respondent age 
accounted for three percent of the variance in the PCM scores. The beta weights were 
.196 for age and .148 for master’s level education, which indicated that as PCM score 
increased, so did the age and the number of respondents with master’s degrees.
Therefore, this hypothesis was partially accepted. The remaining levels of education 
(i.e., GED / high school diploma, bachelors degree, ABD and doctoral degree) were not 
found to be statistically significant and were excluded from the model (see Table 4.10 for 
the Hypothesis One statistics and Table 4.11 for the respondents’ PCM means by 
education levels).
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Table 4.10 
Hypothesis One Statistics
Variable B SEB B F
Step 1
Age 5.92 .002 .194
Step 2
Age 5.99 .002 .196 7.024
Masters Degree 9.21 .045 .148 5.654
Note. N =  181 (Four respondents did not disclosed education level and three respondents did not 
produce valid PCM protocols.) R squared =  .03 for Step 1; R squared =  .05 for Step 2 (p<.05).
Table 4.11
Respondents’ PCM Means by Education Levels
Education PCM Means SD
High School Diploma/GED 1.76 .134
N = 5
Associate’s Degree 1.87 .349
N = 14
Bachelor’s Degree 1.87 .266
N = 34
Master’s Degree 1.96 .310
N = 115
ABD 1.72 .130
N = 5
Doctoral Degree 2.06 .255
N = 9
Note. N =  181 (Four respondents did not disclosed education level and three respondents did not 
produce valid PCM protocols.)
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Hypothesis Two.
Substance abuse counselor number of years of counseling experience is positively 
correlated with counselor conceptual development as measured by Hunt’s Paragraph 
Completion Method (PCM) when demographic variables of gender, age, and race are 
controlled.
Stepwise linear multiple regression was the statistical analysis used to test hypothesis 
two. The dependent variable was conceptual development. The independent variable 
counselor experience (i.e., number of years as a substance abuse professional), and the 
control variables were age, gender, and race (i.e., minority versus majority). Counselor 
level of experience was not found to be statistically significant and was excluded from 
the model. A second analysis was completed which employed stepwise regression with 
the variables of gender, age, and race, as well as counselor experience. Counselor 
experience was again found not to be statistically significant and was excluded from the 
model. Therefore, this hypothesis was rejected and the null was accepted. See Table 
4.12 for Hypothesis Two Statistics (i.e., information concerning the excluded variable of 
number of years of experience as a substance abuse professional) and Table 4.13 for 
Respondents’ PCM Scores by Years of Experience as a Substance Abuse Professional.
Table 4.12
Hypothesis Two Statistics -Excluded Variable
Variable B t Sig Partial Correlation
Experience .087 .925 .356 .071
Note. N =  176 (Three respondents failed to produce valid PCM protocols and nine failed to report 
experience level.)
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
133
Table 4.13
Respondents’ PCM Scores by the Number of Years as a Substance Abuse Professional
1.0 1.2 1.3 1.5
PCM Scores 
1.6 1.7 1.8 2.0 2.2 2.3 2.5 2.7 2.8
Yrsof
Experience
3 1 1
4 1
5 1 1 1 1 6 1
7 1 1 1 1 1 1 1
8 1 1 2 1
9 1 2 1
10 2 4 2 4 3 1
11 3 1 2
12 1 2 3 3 1
13 2 1 1 3 2 1 1
14 1 1 2 1 1
15 1 5 3 1 2
16 3 2 1 1
17 1 2 1 1 1
18 1 2 1
19 2 2
20 1 2 5 3 5 2
21 2 1
22 1 1 1 2 1
23 3 1 1
24 2 1
25 2 2 2
26 1 2
27 2
28 1 1 2
29 1
30 1 1 2 2 3 1
31 1
35 1
Note: N = 176 (Three respondents failed to produce valid PCM protocols and nine failed to 
report experience level. The numbers in the columns represent the number o f  respondents in each 
category.)
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Hypothesis Three.
Non-recovering substance abuse counselors have higher levels of conceptual 
development than recovering substance abuse counselors as measured by Hunt’s 
Paragraph Completion Method (PCM) when demographic variables of gender, age, and 
race are controlled.
Stepwise linear multiple regression was the statistical analysis used to test hypothesis 
three. The dependent variable was conceptual development. The independent variable 
was counselor recovery status (i.e., recovering alcoholic / addict, recovering family 
member or non-recovering), and the control variables were age, gender, and race (i.e., 
minority versus majority). Counselor recovery status was not found to be statistically 
significant and was excluded from the model. A second analysis was completed which 
employed stepwise regression with the variables of gender, age, and race, as well as 
counselor recovery status. Counselor recovery status was again found not to be 
statistically significant and was excluded from the model. Thus, this hypothesis was 
rejected and the null was accepted. See Table 4.14 for Hypothesis Three statistics (i.e., 
information concerning the excluded variable of recovery status) and Table 4.15 for 
Respondents’ PCM Means by Recovery Status.
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Table 4.14
Hypothesis Three Statistics -  Excluded Variables
Variable B 
(Recovery Status)
t Sig Partial Correlation
Alcoholic/Addict -.125 -1.647 .101 -.123
Family Member -.025 -.322 .748 -.024
Non-recovering .118 1.587 .114 .118
Note. N = 183 (Two respondents did not disclose recovery status and three respondents did not 
produce valid PCM protocols.)
Table 4.15
Respondents’ PCM Means by Recovery Status
Recovery Status PCM SD
Recovering Alcoholic/Addict 
N = 66
1.90 .327
Recovering Family Member 
N = 36
1.92 .211
Non-Recovering 
N = 81
1.96 .310
Note. N = 183 (Two respondents did not disclose recovery status and three respondents did not
produce valid PCM protocols.)
Hypothesis Four.
Substance abuse counselor education level is positively correlated with counselor 
level of moral judgment as measured by Rest & Narvaez’s Defining Issues Test (DIT)
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when demographic variables of gender, age, and race (i.e., minority versus majority) are 
controlled.
When comparing counselor education and moral judgment, two scores from the DIT 
were tested for statistical significant - the N2 Index and P-Score. Stepwise linear 
multiple regression was the statistical analysis used in hypothesis four. In the first 
analysis, counselor education was calculated by the number of years of education (i.e., a 
scale measure) and was not found to be significant and was removed from the equation.
In the second analysis, counselor education was represented in six categories (i.e., 
GED / high school diploma, associates degree, bachelors degree, masters degree, ABD 
and doctoral degree). When analyzing the N2 Index and counselor education as a 
category, the R was .324 and the R square for the equation was .105 (small effect size), 
which indicated that the variables of age, gender, race (i.e., minority versus majority) and 
bachelors level education accounted for 10 % of the variance. The F equation was F (4, 
147) = 4.316, p = .002, and the beta weights were .028 forage, .129 for gender, .220 for 
race and -.204 for bachelors level of education which indicated that bachelors level 
education is negatively correlated with DIT N2 Indexes. Therefore, this hypothesis was 
partially accepted. The remaining levels of education (i.e., GED / high school diploma, 
masters degree, ABD and doctoral degree) were not found to be statistically significant 
and were excluded from the model. The same results were found when entering the 
variables of age, race and gender as stepwise rather than as control variables and when 
defining education in four categories as opposed to six. When completing analyses with 
the P-score, counselor education, both as a scale measure and as a categorical measure,
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was not found to be statistically significant and was excluded from the model (see Table 
4.16 for the Hypothesis Four statistics and Table 4.17 for Respondents’ DIT N2 Means 
by Education Level).
Table 4.16 
Hypothesis Four Statistics
Variable B SEB B F
Step I
Age 3.36 .059 .045
Race 5.56 2.16 .209
Gender 1.62 1.26 .105
Step 2
Age 2.07 .058 .028
Race 5.87 2.12 .220
Gender 1.99 1.25 .129
Bachelors Degree -3.98 1.54 -.204 4.316
Note. N = 151, (Three respondents failed to complete the DIT, 33 o f  the DIT protocols failed to 
pass the all five reliability checks [i.e. rate-and-rank consistency, meaningless items, missing 
rates and missing ranks] and 4 respondents failed to provide level o f  education. R squared = .06 
for Step I; R squared =  .10 for Step 2 (p < .05).
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Table 4.17
Respondents’ DIT N2 Means by Education Levels 
Education N2 Mean SD
High School Diploma/GE 32.22 11.84
N = 3
Associate’s Degree 29.65 8.83
N = 11
Bachelor’s Degree 26.82 7.14
N = 28
Master’s Degree 30.62 7.30
N = 97
ABD 33.02 8.00
N = 4
Doctoral Degree 26.70 6.97
N = 8
Note. N =  151, (Thirty-three o f  the DIT protocols failed to pass the all five reliability checks [i.e. 
rate-and-rank consistency, meaningless items, missing rates and missing ranks] and 4  respondents 
failed to provide level o f  education.)
Hypothesis Five.
Substance abuse counselor number of years of counseling experience is positively 
correlated with counselor moral judgment as measured by Rest & Narvaez’s Defining 
Issues Test (DIT) when demographic variables of gender, age, and race are controlled.
Stepwise linear multiple regression was the statistical analysis used in hypothesis 
five. The dependent variable was moral judgment (i.e., the DIT N2 Index and the P- 
Score). The independent variable counselor experience (i.e., number of years as a 
substance abuse professional), and the control variables were age, gender, and race (i.e., 
minority versus majority). Counselor level of experience was not found to be statistically
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significant and was excluded from the model. The analysis was rerun with the variables 
gender, age, and race not controlled or forced into the equation and the same results were 
found. Therefore, this hypothesis was rejected and the null was accepted. See Table 4.18 
for Hypothesis Five Statistics (i.e., information concerning the excluded variable 
experience).
Table 4.18
Hypothesis Five Statistics -  Excluded Variable
Variable B t Sig Partial Correlation
Experience -  N2 .079 .757 .450 .063
Experience -  P score .078 .739 .461 .062
Note. N = 146 (Thirty-three o f  the DIT protocols failed to pass the all five reliability checks [i.e. 
rate-and-rank consistency, meaningless items, missing rates and missing ranks] and nine 
respondents failed to provide level o f  experience.)
Hypothesis Six.
Non-recovering substance abuse counselors have higher levels of moral judgment 
than recovering substance abuse counselors as measured by Rest & Narvaez’s Defining 
Issues Test (DIT) when demographic variables of gender, age, and race are controlled.
Stepwise linear multiple regression was the statistical analysis used to test hypothesis 
six. The dependent variable was moral judgment (i.e., the DIT N2 Index and the P- 
Score). The independent variable counselor recovery status (i.e., recovering alcoholic / 
addict, recovering family member, and non-recovering), and the control variables were 
age, gender, and race (i.e., minority versus majority).
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When running the analysis on the N2 Index, results showed recovery status was 
significant for recovering family members, F (4,147) = 3.652, p = .007. The R was .301 
and the R square was .090 (small effect size), which indicated that the variables of age, 
race, gender and recovering family member status accounted for nine percent (9%) of the 
variance in moral development as measured by the DIT N2 Index. The beta weights were 
.035 for age, .214 for race, .155 for gender and -.169 for family recovering status. 
Therefore, this hypothesis was partially accepted. As DIT N2 Indexes increased, the 
number of family recovering members decreased. The remaining categories (i.e., 
recovering alcoholic / addict and non-recovering counselor) were not found to be 
statistically significant and were excluded from the model. When completing analyses 
with the P-Score, counselor recovery status was not found to be statistically significant 
and was excluded from the model (see Table 4.19 for Hypothesis Six statistics and Table 
4.20 Respondents’ DIT N2 Mean Scores by Recovery Status).
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Table 4.19 
Hypothesis Six Statistics
Variable B SEB B F
Step 1
Age 3.33 .059 .045
Race 5.56 2.16 .209
Gender 1.62 1.26 .105
Step 2
Age 2.57 .059 .035
Race 5.70 2.14 .214
Gender 2.39 1.30 .155
Family Recovery -3.16 1.55 -.169 3.652
Note. R squared = .06 for Step 1; R squared = .09 for Step 2 (p<.05).
Table 4.20
Respondents’ DIT N2 Mean Scores by Recovery Status 
Recovery Status___________________________ N2_________________________SD
Recovering Alcoholic/Addict 30.66 7.03
N = 53
Recovering Family Member 28.28 8.03
N = 31
Non-Recovering 29.83 7.59
N =68
Note. N = 153 (Two respondents did not disclose recovery status, three respondents did not 
complete the DIT and thirty did not produce valid DIT protocols.)
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Hypothesis Seven.
Substance abuse counselors exhibit lower levels of moral judgment based on their P- 
scores on a substance abuse dilemma when compared to their P-Scores on the DIT.
When comparing the mean differences of the substance abuse dilemma P-Score (M = 
33.21, SD = 17.77) and the DIT P-Score (M = 40.51, SD = 23.73) on a same-sample t- 
test, a statically significant difference was found (t = 17.97, p = .001, see Table 4.21 for 
Hypothesis Seven Statistics).
Table 4.21 
Hypothesis Seven Statistics
Variable t d f Sig. (2-tailed) M Difference
DIT P-Scores 28.38 154 .000 40.51
SA P-Scores 17.97 164 .000 33.21
Note. DIT P-Score N = 155; SA P-Score N = 165 (Thirty-three o f  the DIT protocols and 
twenty-three o f  the SA protocols were removed due to failing to pass the reliability checks) 
95% Confidence Interval o f  the Difference for the DIT P-Scores was 37.6966 -  43.3368
95% Confidence Interval o f  the Difference for the SA P-Scores was 29.5635 -  36.8608
Additional Findings
Respondent Race and Age.
As mentioned in Chapter 2, minorities continue to be underrepresented in the mental 
health and counseling fields (Sue, 1981; Sue, Carter, Casas, Fouad, Ivey, Jensen, 
Fromboise, Manese, Pronterotto, & Vazquez-Nutall, 1998). The lack of diversity among 
staff members can impact client care. A client’s receptiveness to having a counselor of a 
different race may depend upon the cultural identity level of the client (Sue, 1981).
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Minority respondents were underrepresented in this study (minority respondents N = 19). 
The lack of minority respondent may have impacted the statistical findings concerning 
moral judgment and respondent race.
When examining the relationship among counselor education and moral judgment, as 
measured by the Defining Issues Test N2 index, the control variables of age, race and 
gender were entered into the equation. Statistical significance was found for race. 
Minority respondents' scored lower (M = 23.78, SD = 9.75) than majority respondents' 
(M = 30.33, SD = 6.98). The variables of race and education were rerun using a stepwise 
linear multiple regression (i.e., control variables of age and gender were not included in 
this analysis). The F ratio for race was, F (1,152) = 10.345, p = .002. The R was .252 
and the R squared was .064 (small effect size), which means race accounted for 6% of the 
variance in respondents' N2 scores. Statistical significant was also found for race when 
comparing counselor level of experience and moral judgment as measured by the DIT N2 
score, F (1,148) = 9.909, p = .002. The R was .251 and the R squared was .063 (small 
effect size). Again, respondent race accounted for 6 % of the variance in the N2 scores. 
The variable of race was statistically significant when comparing moral judgment (i.e.,
N2 Index) and recovery status, F = (1, 152) = 10.345, p = .002. The R was .252 and the 
R squared was .064. The difference between minority and majority scores appears to be 
due to a statistical artifact and not due to a true difference (See Chapter 5 Additional 
Findings for further discussion).
Upon examination of the relationship among counselor education and conceptual 
development (i.e., PCM score), counselor level of experience and conceptual
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development, and counselor recovery status and conceptual development, the control 
variables of age, race and gender were entered into each equation. The variable age was 
statistically significant in all equations (Education -  Conceptual Development - Age, F 
[1,180] = 7.024, p = .009; R = .194, R squared = .038; Experience - Conceptual 
Development -  Age, F [1,174] = 6.350; R = . 188, R squared = .035; Recovery Status -  
Conceptual Development -  Age, F [1,174] = 6.350; R = . 188, R squared = .035. As 
respondent age increased, so did the PCM scores. The variable age accounted for 3% of 
the variance in the respondents’ PCM scores.
Recovering versus Non-recovering Respondents.
The literature reviewed in chapter two defined counselor recovery status based on a 
counselor having a history of alcohol or drug dependence (i.e., recovering counselors) or 
not having a history of alcohol or drug dependence (i.e., non-recovering counselors). In 
order for this study’s data to be comparable to the previous research, recovering 
counselors are now defined solely on having a personal history of alcohol or drug 
dependence. Family recovering counselors are included with non-recovering counselors 
since they were not recovering from addiction themselves.
Recovering and non-recovering respondents were compared on the following 
demographics: gender, age, experience, education, predominate treatment mode, 
counseling setting, predominate counseling theory and client population. Independent 
sample t-test was the analyses used for scaled measure comparisons (i.e., age, education, 
and experience), and cross tabulation / chi square was analyses used for categorical data
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(i.e., gender, treatment mode, counseling setting, counseling theory, and client 
population) comparisons.
When considering the variable of age, a statistically significant difference was found 
among recovering and non-recovering counselors (t = 3.04, p = .003). Recovering 
counselors have a mean age of 51.69 (SD = 10.67) and non-recovering counselors have a 
mean age o f46.94 (SD = 9.27). Recovering counselors were found to be significantly 
older than non-recovering counselors.
Upon comparing recovering and non-recovering counselors years of education, a 
significant difference was found (t = 3.23, p = .002). The mean score for recovering 
counselors was 16.81 (SD = 1.94), and the mean score for non-recovering counselors was 
17.70 (SD = 1.54). Non-recovering counselors were found to have significantly more 
years of education.
Recovering and non-recovering counselors’ experience levels (i.e., number of years 
as a substance abuse professional) were not found to be statistically different (t = .222, p 
= .825). Recovering counselors have a mean experience level of 16.24 (SD = 7.83) and 
non-recovering counselors have a mean experience level of 15.97 (SD = 7.13, see Table 
4.22 for T-Test Comparisons of Recovering and Non-recovering Respondents’ Age, 
Education, & Experience).
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Table 4.22
T-Test Comparisons of Recovering & Non-recovering Respondents’ 
Age, Education & Experience
Variable t d f Sig. (2-tailed) M Difference SED
Age 3.04 122.38 .003 4.75 1.56
Education 3.23 113.68 .002 -.89 .28
Experience .222 117.55 .825 .26 1.19
Note. Age & Education N = 67 for Recovering Respondents, N = 117 for Non-recovering 
Respondents; Experience N = 63 for Recovering Respondents, N = 116;
Due to the differences in the numbers o f  recovering and non-recovering respondents, equal variance 
was not assumed.
95% Confidence Interval of the Difference for the Age was 1.66 to 7.83 
95% Confidence Interval of the Difference for the Education was -1.44 to -.35 
95% Confidence Interval of the Difference for the Experience was -2.09 to 2.62
When comparing the variable o f gender, a statistically significant difference was 
found between recovering and non-recovering participants (chi square = 8.50, p = .004). 
Thirty-six (36) or fifty-three point seven (53.7%) percent of recovering participants are 
male and thirty-one (31) or forty-six point two (46.2%) percent are females, compared to 
thirty-eight (38) non-recovering males (31.9%) and eighty-one (81) non-recovering 
female (68%). Recovering respondents were more likely to be males, where non­
recovering respondents were more likely to be females.
Counselor recovery status and counseling treatment mode (i.e., individual, group, 
and family counseling) were compared to see if recovering and non-recovering 
counselors tended to use different modes of counseling. A statistically significant 
difference was found (chi square = 6.18, p = .045). Forty-eight (48) or seventy-one point 
six (71.6%) percent of the recovering respondents (N = 67) reported their predominate
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treatment mode was group therapy, fifteen (IS) or twenty-two point three (22.3%) 
percent reported individual therapy and four (4) or point zero five (.05%) percent 
reported marriage and family therapy. Sixty-five (65) or fifty-four point six (54.6%) 
percent of the non-recovering respondents (N = 119) reported group therapy to be their 
predominate mode of treatment. Forty-eight (48) or forty-point three (40.3%) percent 
reported individual therapy and six (6) or point zero five (.05%) percent reported 
marriage and family counseling. Recovering counselors were more likely to use group 
therapy when treating clients. For non-recovering counselors, group or individual 
counseling were commonly used. Marital and family counseling was the least reported 
mode of therapy for both recovering and non-recovering respondents.
The variable of counseling work setting was also considered when comparing 
recovering and non-recovering counselors and a statistically significant difference was 
found (chi square = 16.11, p = .024). The top three work settings reported by recovering 
counselors included: outpatient substance abuse (29.8%), “other” (29.8%) and criminal 
justice setting (17.9%). Like recovering counselors, outpatient substance abuse (23.7%) 
was the most commonly reported setting, followed closely by community mental health 
setting (22%), and the third most common setting for non-recovering counselors was a 
criminal justice setting (16%). Table 4.23 provides a summary of recovery status and 
counseling setting.
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Table 4.23 
Recovery Status & Counseling Setting
Setting______________________ Recovering_______________ Non-recovering
Outpatient Substance Abuse 20 28
% 29.8% 23.7%
Community Mental Health 6 26
% 8.9% 22%
Criminal Justice 12 19
% 17.9% 16.1%
Inpatient Substance Abuse 7 15
% 10.4% 12.7%
Prevention 1 8
% 1.4% 6.7%
EAP 3
% 2.5%
Social or Medical Detoxification 1 1
% 1.4% .8%
Other 20 16
% 29.8% 13.5%
Note. N =  67 for Recovering respondents; N = 118 for Non-recovering respondents; “Other” 
includes school settings, private practice, and inpatient mental health program, programs for 
dully-diagnosed individuals. Two respondents did not report counseling setting.
When comparing counselor recovery status and predominate counseling theory, a 
statistically significant difference was found (chi square = 17.67, p = .014. Recovering 
respondents’ (N = 67) top three theories chosen were; the disease / 12-step model (36 
respondents or 53.7%), cognitive behavioral (22 respondents or 32.8%), and gestalt and 
reality theory tied for third with three (3 or .04%) respondents each. Non-recovering
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respondents’ (N = 117) top three choices were: cognitive behavioral theory (SO 
respondents or 42.7%), the disease / 12-step model (33 respondents or 28.2%), and reality 
theory (14 respondents or 11.9%). See Table 4.24 for a more in depth dissection of 
counselor recovery status and predominate counseling theory.
Table 4.24
Recovery Status & Predominate Counseling Theory 
Theory___________________Recovering__________________ Non-recovering_____
Cognitive Behavioral 22 50
% 32.8% 42.7%
Disease/12-Step 36 33
% 53.7% 28.2%
Reality 3 14
% .04% 11.9%
Family Systems 1 11
% .01% .09%
Person Centered 2 5
% .02% .04%
Gestalt 3 2
% .04% .01%
Note. N = 67 for Recovering respondents; N = 117 for Non-recovering respondents (Three 
respondents’ did not disclose their predominate counseling theory and two wrote in eclectic and 
none o f  the above.)
No significant difference was found when comparing recovering and non-recovering 
respondents’ client populations (chi square =.577, p = .902). Recovering respondents (N 
= 65) reported provided counseling most often to adults (45 respondents or 69.2%), the 
second most common client population reported was adolescents and adults (9
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respondents or 13.8%), the third was adolescents only (8 respondents or 12.3%) and the 
final client population reported was families (3 respondents or .04%). Sixty-four point 
seven percent or 77 of non-recovering respondents (N = 119) reported counseling adults. 
Fifteen point nine percent or 19 respondents reported counseling adolescents only and 
15.1% or 18 respondents reported counseling both adults and adolescents. Only five non­
recovering respondents (.04%) reported providing family counseling.
Respondents versus Non-respondents.
Due to a low survey return rate (21%), five percent or 36 of the non-respondents (N 
= 712) were sent demographic postcards. Of the 36 non-respondents surveyed, IS or 
41% returned the demographic postcard. The respondents and non-respondents were then 
compared on the following demographics: age, gender, predominate mode of treatment, 
current counseling setting, predominant counseling theory, counseling license and 
certification, education, and recovery status. The independent samples t-test was the 
statistical analysis used to compare scaled measures such as age and education. Cross 
tabulation chi square was the statistical analysis used to compare categorical measures 
such as predominate treatment mode, current counseling setting, predominate theory, and 
counselor certification. Demographics of race, recovery status, and counseling licensure 
status were not comparable because when running the chi square analysis, all three lacked 
the required number of non-respondents in each cell. There was no significant difference 
found among the original respondents sample and non-respondent sample on the 
demographics of age (equal variance not assumed, t = .245, p = .809, respondents’ M = 
48.6, SD = 10.02, non-respondents’ M = 49.2, SD = 8.32); education (equal variance not
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assumed, t = . 1%, p = .847, respondents’ M = 17.3, SD = 1.7, non-respondents’ M = 
17.2, SD = 2.0); years of experience (equal variance not assumed, t = .401, p = .695, 
respondents’ M = 16, SD = 7.36, non-respondents M = 15.2, SD = 7.26); treatment mode 
(chi square = 1.19, p = .551); current counseling setting (chi square = 4.34, p = .739); 
predominate counseling theory (chi square = 5.32, p = .621); or counselor certification 
(chi square = 2.50, p = .474). These findings suggest that there is no significant 
difference between those who chose to participate in the study and those who did not and 
that the study’s findings are likely to be representative of the sample group (see Table 
4.25 for T-Test Comparisons of Respondents’ and Non-respondents’ Age, Education and 
Experience and Table 4.26 for Respondents and Non-respondent Descriptive Statistics.
Table 4.25
T-Test Comparisons of Respondents’ and Non-respondents’ 
Age, Education & Experience
Variable t d f Sig. (2-tailed) M Difference SED
Age .245 17.467 .809 .56 2.27
Education .196 15.638 .847 .11 .55
Experience .401 13.854 .695 .84 2.09
Note. Age N = I8S for Respondents, N = 15 for Non-respondents; Education N = 184 for 
Respondents, N = 15 Non-respondents; Experience N = 179 for Respondents, N = 13 for Non­
respondents;
Due to the differences in the numbers o f respondents and non-respondents, equal variance was not 
assumed.
95% Confidence Interval o f the Difference for the Age was -4.22 to 5.34 
95% Confidence Interval of the Difference for the Education was -1 .07 to 1.28 
95% Confidence Interval o f the Difference for the Experience was -3.64 to 5.32
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Table 4.26
Descriptive Statistics for Respondents and Non-respondents Age, Education, &
Experience
Age Education Experience
_______________(M)__(SD)_______ (M) (SD)___________(M) (SD)________
Respondents 48.6 10.02 17.3 1.7 16 7.36
Non-respondents 49.2 8.32 17.2 2.0 15.2 7.26
Note. Age N = I8S for Respondents, N = 15 for Non-respondents; Education N = 184 for Respondents, N 
= IS Non-respondents; Experience N = 179 for Respondents, N = 13 for Non-respondents;
Summary
The preceding chapter presented the results of this study examining the relationship 
among counselor education, experience, recovery status, conceptual development and 
moral judgment. Descriptive statistics, data analysis of specific research hypotheses, and 
additional findings were reported. The next chapter will discuss the research findings and 
their implications and limitations.
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Chapter 5 
Discussion and Conclusions
Introduction
This chapter includes a brief overview of the study, a discussion of the results and 
additional findings presented in chapter four, a review of the study’s limitations, a 
discussion of the study’s implications and contributions of the findings, and 
recommendations for further inquiry.
Overview o f the Study.
As stated in Chapter One, the purpose of this research was to examine the 
relationship among counselor education, experience, recovery status, conceptual level 
and moral judgment of substance abuse counselors. The theoretical rationale for the 
study was cognitive developmental theory, specifically the domains of conceptual 
complexity (Hunt, 1975) and moral judgment (Kohlberg, 1971).
The literature review in Chapter Two established that cognitive development is 
related to an individual’s ability to function in complex environmental situations and to 
perform counseling related tasks (Holloway & Wampold, 1986; Stoppard & Miller, 
1995). Past research was presented supporting that individuals with higher levels of 
education tend to have higher levels of cognitive development (Rest, 1986a; Rest, et. al., 
1999: Rest & Narvaez, 1994). Differences among recovering and non-recovering 
counselors were reviewed. Some of those differences were in the areas of educational 
backgrounds (Aiken, et. al., 1984; Lawson, 1982; McGovern & Armstrong, 1987; 
Stoffelmayr, et. al, 1998), approach to counseling (Aiken et al., 1984; Lawson et. al.,
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1982; Leavy, 1991; McLellan, el. al., 1988; Stoffelmayr e t al., 1998), and counselor 
personality characteristics (Hofimann & Miner, 1973; McGovern & Armstrong, 1987; 
Moyers & Miller, 1993; Shipko & Stout 1992). The complexity of substance abuse 
counselors’ work environment was also discussed. Substance abuse counselors are faced 
with counseling clients from diverse backgrounds (Geekie & Brown, 1995; Moore & Li, 
1994; Skinstad & Swain, 2001) and resolving moral dilemmas on a regular basis 
(Toriello, 1998). No previous research was found that addressed the cognitive 
developmental levels of substance abuse counselors. Therefore, the basis for this study 
came out of the apparent lack of research concerning the cognitive growth and 
development of substance abuse counselors and the need for such research.
This study surveyed 900 randomly selected substance abuse counselors in the 
Commonwealth of Virginia. Due to the number of substance abuse counselor credentials 
in Virginia and the lack of an overseeing Board to coordinate the certification and 
licensure process for substance abuse counselors (Page & Bailey, 1995), a comprehensive 
record of practicing substance abuse counselors did not exist. Multiple certification and 
licensure lists were obtained that were representative of differing levels of education, 
experience and credentials of the substance abuse counselors in Virginia. The accessible 
population included approximately one thousand two hundred fifteen (1,215) Certified 
Substance Abuse Counselors (CSACs), three hundred seventy-nine (379) Certified 
Addictions Counselors (CACs), forty-four (44) Master Addiction Counselors (MACs), 
and one hundred eight (108) Licensed Substance Abuse Treatment Providers (LSATPs). 
Seventeen (17) of the counselors had more than one of the above credentials. This left
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one thousand seven hundred twenty nine (1,729) unduplicated counselors in the 
accessible population.
Of the 900 counselors surveyed, 188 returned the survey packets. The survey 
packets included: a cover letter that explained the purpose of the study (Appendix A), an 
Informed Written Consent/Acknowledgement of Voluntary Participation Form 
(Appendix B), a General Questionnaire (Appendix C), Request for Results (Appendix D), 
the Paragraph Completion Method (Appendix E), and the Defining Issues Test (Appendix 
D). Of the 188 respondents, 133 completed all survey questions and produced usable 
protocols for all instruments; 55 participants failed to complete all demographic 
information or produced valid protocols for the Defining Issues Test (DIT) or Paragraph 
Completion Method (PCM) instruments. When possible, the 55 participants were 
included in the analysis.
Following collection of the data, multiple regression, chi square and t-tests were the 
statistical analyses preformed to test the research hypotheses. An alpha level of .05 was 
used when analyzing the data.
Discussion by Hypothesis
Hypothesis One.
Hypothesis One: Substance abuse counselor education level is positively correlated 
with counselor conceptual level as measured by Hunt’s Paragraph Completion Method 
(PCM), when demographic variables of gender, age, and race are controlled.
The results indicated a statistically significant positive correlation between substance 
abuse counselors’ conceptual complexity and master’s level education. As respondents’
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scores on the PCM increased so did the number of respondents with master’s level 
education. As discussed in Chapter 2, much research has been conducted concerning the 
impact of education on cognitive development, and in keeping with the current findings, 
past research supports that higher levels of education are related to higher levels of 
cognitive functioning (Rest, 1986; Rest et. al., 1999; Rest & Narvaez, 1994; Thoma, 
1986). Counselors at higher levels of cognitive complexity possess many of the attributes 
that are needed to be an effective counselor. Holloway and Wampold (1986) meta­
analyses which explored counselor conceptual level and counselor performance found 
that counselors with higher conceptual levels were more effective in identifying/labeling 
and rating client affect, in developing clinical hypotheses, in responding with empathy, 
and in being assertive in situations where this is required than counselors at lower levels 
of conceptual complexity.
Miller (1981) reviewed over sixty studies which focused on cognitive complexity of 
students and adults. Overall, individuals with higher levels of cognitive complexity were 
found to have higher levels of empathy, higher levels of internal locus of control, less 
prejudice towards others, more autonomy and interdependence, greater levels of 
flexibility in teaching methods and longer decision latencies.
Further research supports the relationship of higher levels of cognitive development 
and required counseling skills including higher levels o f empathy (Bowman & Reeves, 
1987; Heck & Davis, 1973), more effective assertiveness skills (Bruch, Heisler, &
Conroy, 1981), and more complex hypothesis formation (Holloway & Wolleat, 1980).
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When examining the domain of conceptual development, Pohl and Pervin (1968) 
reported that conceptual complexity, as measured by the Paragraph Completion Test, was 
related to academic achievement but the relationship depended upon the subject matter 
being taught. Subject matter that required a more “conventional orientation of 
memorization” such as engineering was inversely related to conceptual complexity. 
Subjects like social sciences and humanities which require critical thinking and the 
generating of alternatives, were positively correlated with conceptual development. Not 
only has conceptual development been positively linked to academic achievement, but 
conceptual development can also be increased by educational interventions such as the 
deliberate psychological education (DPE) model. Brendel’s et al., (2000) longitudinal 
study concerning the developmental changes of graduate students in a counselor 
education program found, when teaching basic counseling theory / skills and using a DPE 
model to increase student’s development, it was possible to increase students’ conceptual 
complexity as well as the development of counseling skills development.
Although master’s level education was positively correlated with conceptual 
development, education beyond a master’s degree was not. When comparing the PCM 
scores of the respondents with a master’s degree (N = 115) and the respondents with an 
ABD (N = 5), using cross tabulation / chi square, a statistically significant difference was 
not found (chi square = 8.33, p = .759). When comparing the PCM mean score of the 
respondents with master’s degree and respondents with a doctoral degree (N = 9), using 
cross tabulation / chi square, again a statistically significant difference was not found (chi 
square = 12.45, p = .410). For this sample, education beyond a master’s degree did not
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increase PCM scores. One reason for this may be that the limited number of respondents 
with education beyond a master’s degree (N = 14) may not provide enough variance nor 
are they likely to be representative of the larger population of substance abuse counselors 
with terminal degrees.
Also, the educational backgrounds (i.e., social work, psychology, counseling, 
medicine, etc) of the respondents may be impacting the respondents’ level of 
development. Educational background is known to affect counselor view of treatment 
needs and substance abuse counselors tend to come from a variety of backgrounds 
(Bissell & Royce, 1994). As discussed above, some academic subjects have been 
positively linked with conceptual complexity while others have not (Pohl & Pervin, 
1968). Although the specific educational backgrounds of the respondents were not 
requested, eighteen (18) respondents reported having a social work license and nineteen 
(19) reported having a marriage and family license. It maybe that the differences in 
conceptual level are not due to the respondents’ level of education but due to the 
educational background and educational level. Further research is needed to explore the 
impact of substance abuse counselors’ educational background and conceptual 
development.
Upon reviewing the PCM mean scores by education level, the results showed that the 
scores remained the same or increased as education increased with the exception of ABD 
respondents (see Table 5.1 for PCM Mean Scores by Education Level). The limited 
number of respondents in the ABD category may account for the decrease in conceptual
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complexity among ABD respondents. For the most part, the scores are in keeping with
previous research indicating that as education increases so does cognitive development.
Table 5.1
Respondents’ PCM Means by Education Levels
Education PCM Means SD
High School Diploma/GED 1.76 .134
N = 5
Associate’s Degree 1.87 .349
N = 14
Bachelor’s Degree 1.87 .266
N = 34
Master’s Degree 1.96 .310
N = 115
ABD 1.72 .130
N = 5
Doctoral Degree 2.06 .255
N = 9
Note. N =  182 (Four respondents did not disclosed education level and three respondents did not 
produce valid PCM protocols.)
Of the 184 respondents who reported their level of education, all but five held a 
college degree (i.e., associates, bachelors, masters or doctoral degree). As previously 
reported, respondents’ group mean PCM score was 1.93, (Mdn = 2.0, mode = 2.0, SD = 
.30) which indicates as a group the respondents’ are approaching Hunt’s (1971) Stage 
Two. This score is comparable to the norm score range for community college and 
university students (M = 1.63 to M = 2.03, Hunt et al., 1978). The respondents' score was 
also similar to the score Diambra (1997) found in his research with National Certified
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Counselors (N = 134, M = 1.97, Mdn = 2.0, mode = 2.0, SD = .32), Halverson (1999) 
found in her research with school counselors (N = 107, M = 1.92, Mdn = 2.0, mode = 1.7, 
SD = .285) and Crozier (2001) found in her research with substance abuse prevention 
professionals (N = 95, M = 1.96, SD = .28 Mdn and mode were not provided).
According to Hunt’s (1971) Conceptual Level Matching Model, individuals in Stage 
Two of conceptual development tend to be open to the ideas of others, begin to focus on 
their own thoughts and feelings, and are able to recognize and evaluate alternatives but 
struggle to integrate them into solutions. These individuals have some tolerance for 
uncertainty and will usually question information given as an absolute.
As discussed in Chapter 2, Sprinthall (1989, cited in Peace 1992) identified 
counselor characteristics found in each stage of conceptual development. As a group, the 
respondents are in Counselor Stage A and are approaching Stage B. Some of the 
counselor characteristics found in Stage A include: strong evidence of concrete thinking, 
exhibits compliance and expects the same from clients, counsels in a robot fashion, has 
difficulty tracking clients and is often inaccurate on active listening and enjoys highly 
structured activities for self and for clients.
Clinical supervision with counselors at Stage A is likely to include developmental 
issues. For example, problems may arise if counselors with low to moderate levels of 
conceptual complexity are faced with providing counseling to clients at higher levels of 
development. Again, counselors in Stage A exhibit compliance with supervision requests 
and tend to expect the same from clients in counseling. A counselor who prefers the 
disease model, which requires the client to discontinue all substance use may expect his
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or her client to comply with stopping all alcohol or drug use. The client may wish to 
explore other possible models of treatment such as, harm reduction / motivational 
enhancement model, which begins with reducing chemical use. A counselor at lower 
level of development may lack the flexibility to allow the client to explore all possible 
treatment options. Supervision discussions may focus on having the counselor consider 
the client’s viewpoint and the client’s right to determine his or her own course of 
treatment.
The respondents are approaching Stage B. Counselors in Stage B of conceptual 
complexity tend have some understanding and integration of counseling theories, can 
vary the structure of the counseling environment to “match” and “mismatch” clients 
needs, are accurate on active listening with most clients and are comfortable with some 
level of autonomy and self-directed learning. However, the respondents’ as a group lack 
the skills found at the highest level of development (i.e., Hunt’s Stage 3 and Sprinthall’s 
counselor characteristics Stage C).
The preferred stage of conceptual development for practicing substance abuse 
counselors is Counselor Stage C. None of the respondents are currently in Stage C and 
20.7% of the respondents are below Stage B. To have no respondents score at the highest 
level of conceptual development is troubling. The respondents are likely to possess some 
of the basic counseling skills (i.e., active listening skills and some understanding of 
counseling theory) but are likely to lack the ability to “read and flex” to individual client 
treatment needs (i.e., working with difficult clients who may not “fit” the treatment
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protocol). Cognitive developmental^ based supervision is needed to encourage 
counselor developmental growth as well as skill building.
Hypothesis Two.
Hypothesis Two: Substance abuse counselor number of years of counseling 
experience is positively correlated with counselor conceptual development as measured 
by Hunt’s Paragraph Completion Method (PCM), when demographic variables of gender, 
age, and race are controlled.
The results indicated no statistically significant relationship between counselor level 
of experience (i.e., number of years as a substance abuse professional) and counselor 
conceptual development. Past research concerning the impact of work experience on 
conceptual development has had mixed results. Diambra (1997) found when controlling 
for counselor age, the number of years as a National Certificated Counselor was 
positively correlated the experience levels of school and mental health counselors and 
negatively correlated with community counselors. Halverson (1999) found that the 
number of years of experience as a school counselor was not related to counselor 
conceptual level, as did Dado-Parks (1999) in her study concerning years of nursing 
experience and conceptual development.
Current and past research demonstrates that experience alone does not always bring 
about cognitive growth. Rest et al. (1999) stated that development appears to be more 
affected by “the richness of experience” and “stimulating experiences” rather than the 
passing of time. Sprinthall et al. (2001) presented the conditions necessary to promote 
cognitive growth: (a) significant role-taking experience -  a new role which requires the
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
163
individual to develop new ways of thinking and behaving due to the demands of the new 
role, (i.e., new counselor taking on the role of a substance abuse counselor), (b) balanced 
and guided reflection -  a balance of reflection activities included as part of the new role- 
taking experience (i.e., independent practice of counseling skills combined with weekly 
clinical supervision which includes role playing of new counseling skills, videotape 
presentations of counseling sessions, written reflections through journaling and verbal 
reflection through supervision discussions), (c) support and challenge -  appropriate 
“matching” and “mismatching” as the individual enters into a state of disequlibrum and is 
giving up old ways of meaning making and developing new ones and (d) continuity -  the 
role taking experience has to continue for at least six months for growth to occur. 
Experience alone will not bring about growth. It may be that the substance abuse 
counselors in the current study lack the needed supervision and guided reflection to bring 
about meaningful growth.
Powell (1993) describes some of the shortcomings commonly found in substance 
abuse counselor supervision: (a) supervisors lack education and training specific to 
supervision; (b) supervision is not regularly scheduled and well planned, (c) supervisors 
fail to directly observe the counselors clinical work, and (d) the supervision lacks one of 
the four components of supervision -  administrative, evaluative, clinical and supportive. 
Given these shortcomings in substance abuse clinical supervision, respondents may lack 
supervision, which focuses on skill building and developmental growth. Without 
differentiated supervision (i.e., supervision that matches then constructively mismatches 
the counselors’ environmental structure), the respondents may find their work
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environments to be either under or over challenging. If respondents are working in a 
substance abuse setting that adheres strictly to the disease model and limits counselors’ 
discussion of other methods of treatment, this would greatly reduce the chances of 
counselors challenging each others views or encouraging counselor creativity. If 
respondents are working in a setting that provides only administrative supervision, they 
may be over challenged and lack the support and guided reflection needed to bring about 
developmental growth. Unfortunately, clinical and administrative supervision issues 
were not explored as part of this study. Future research needs to assess counselor 
supervision as well as, counselor experience and cognitive development to see if there is 
a relationship among the variables.
Hypothesis Three.
Hypothesis Three: Non-recovering substance abuse counselors have higher levels 
of conceptual development than recovering substance abuse counselors as measured by 
Hunt’s Paragraph Completion Method (PCM) when demographic variables of gender, 
age, and race are controlled.
The results indicated that no statistically significant relationship was found between 
counselor recovery status (i.e., recovering alcoholic/addict; recovering family member, or 
non-recovering) and counselor conceptual level. Past research comparing recovering 
and non-recovering counselors found recovering counselors tend to be less educated and 
older, (Aiken et al., 1984; Lawson, 1982; McGovern & Armstrong, 1987; Stofifelmayr et 
al., 1998), tend to assess problem drinking differently (Lawson et al., 1982; Leavy, 1991), 
tend to employ different treatment methodologies, (Aiken et al., 1984; McLellan, et al.,
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1988; Stoffelmayr et al., 1998), and tend to have different personality characteristics than 
non-recovering counselors (Hoffinann & Miner, 1973; McGovern & Armstrong, 1987; 
Moyers & Miller, 1993; Shipko & Stout, 1992). Since the characteristics found in non­
recovering counselors are also found in individuals with higher levels of cognitive 
development (i.e., more educated, more flexible in their treatment approach, more 
abstract thinkers, and more open to new ideas and treatment approaches), this writer 
speculated that non-recovering substance abuse counselors would have higher levels of 
conceptual complexity than recovering counselors. However, the results did not support 
this hypothesis. One possible reason for this finding is that the current participants may 
differ in some way from previously sampled substance abuse counselors.
When comparing recovering (i.e., personal history of chemical addiction) and non­
recovering participants (i.e., no personal history of chemical addiction), a statistically 
significant difference was found with the following variables: age, education, gender, 
preferred treatment mode, counseling work setting, and predominate counseling theory. 
Table 5.2 compares the current and past samples on the variables of age, gender, 
experience, work setting, counseling theory, and education. The current findings do 
support some of the previous trends found in past research, that is, the recovering 
participants were older, less educated, and more often males. Their preferred counseling 
mode is group theory, and their preferred counseling theory is the disease / 12-model. 
Based on visual observation of the reported data, the current participants also differ from 
past research groups. The current participants are older, have more years of experience 
as substance abuse professionals, have a higher percentage of individuals with college
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degrees (93%) and are more likely to work in an outpatient setting. These differences 
may account for the lack of a significant finding between counselor recovery status and 
conceptual complexity. Since 93 % of the recovering participants have a college degree, 
educational differences may not be as common between the recovering and non­
recovering participants in this sample as in previous samples. The increase in education 
level among the current participants may be due to the accessible population being 
chosen from a variety of certification and licensure lists, which require various levels of 
education.
Also, the majority of the current participants, regardless of recovery status, reported 
their work setting as an outpatient substance abuse program. In past research, the most 
commonly reported work setting for recovering counselors was inpatient treatment 
programs, and the most commonly reported setting for non-recovering counselors was 
outpatient treatment programs. Having less diversity in the type of participant work 
setting may have impacted the findings. Substance abuse inpatient treatment programs 
tend to be very structured and require a strict routine from both the staff and clients. 
Outpatient programs tend to provide less predictable structure and require staff to 
interface more with the public and with community agencies. Holloway and Wampold’s 
(1986) research suggested that conceptual level was linked to structured environment and 
work related tasks. Perhaps the current participants are more similar due to the impact of 
the work environment. Upon visual reviewing the respondents’ PCM mean scores by 
recovery status, the scores are in the right direction to support the hypothesis but the 
scores are very close together (See Table S.3 for respondents’ PCM mean scores by
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recovery status). Possibly the lack of diversity in the education levels and work setting 
among respondents has caused the scores to be similar.
Another possible reason for finding no difference between recovering and non- 
recovering respondents’ conceptual level is that personal recovery or higher education are 
equally effective ways to increase conceptual development. The 12-step program 
provides several of Sprinthall’s (2001) required conditions for cognitive growth. The 
significant role taking experience is met by taking on the role of a recovering individual. 
As a recovering individual, the person is asked to change his or her drinking and using 
behavior as well as taking responsibility for the choices and consequences in other areas 
of his or her life. A balance between the tasks of the new role and time for reflection is 
achieved through group discussions at 12-step meetings, through individual discussions 
with a sponsor and through the use of written “step work”. Support is provided through 
the attendance of 12-step meetings and social activities with others in the program and 
through involvement of formal counseling. Challenge is inherent in the task of remaining 
clean and sober. Recovery is a life long process and on going involvement in the 12-step 
program is suggested. This would more than meet the requirement for 6 months 
continuity.
Personal recovery also provides the opportunity for perspective taking. Part of the 
recovery process requires the recovering person to consider how his or her past behavior 
has impacted others. The person is then asked to make amends to any one he or she has 
harmed. If the recovering respondents in this study achieved personal recovery through a 
12-step program, this may account for the lack of a significant difference between
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recovering and non-recovering. In the current study, conceptual development was not 
related to recovery status. This study is the first to explore recovery status and cognitive 
development Additional research is needed to confirm the current findings.
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Table 5.2
Recovering versus Non-recovering Counselors: Research Findings 
 Age_____________________ Gender (%)___________ Experience
Sins, 2002 -  Current Study 
N= 118 SA Counselors 
Statewide Survey - Virginia 
Recovering (N= 67)
Non-recovering
Stoflclmayrct al., 1998 
N = 575 Staff Members of 
Substance Abuse Tx Programs 
Statewide Survey - Virginia 
Recovering (N -  250)
Non-recovering
Moyers & Miller. 1993 
N = 170 Certified DftA Providers, 
Students in a certification course. 
A  SA Therapists 
Survey-New Mexico 
All Participants
Shipko&ShipIo, 1992 
N = 45 SA Counselors in 
a Midwestern metropolitan 
area-Survey
Recovering (N= 15)
Non-recovering
McGovern & Armstrong. 1987 
N = 106 SA Counselors 
Survey-Texas
Recovering (N = 72)
Non-recovering 
N = 201 SA Counselors 
National SA Conference 
Recovering (N -  141)
Non-recovering
Blum A Roman, 1985 
N = 726 EAP Personnel 
Nationwide Survey
Recovering (N = 24)
Non-recovering
Aiken et al. 1984 
N = 82 Outpatient Counselors 
NY, DC, Chicago, Los Angeles 
& San Francisco
Recovering (N =31)
Non-recovering (N = 31)
*Paraprofesskmals (N = 20)
M = 51.69 (SD= 10.67) 
M = 46.94 (SD = 9.27)
M = 42 JO (SD = 9.44) 
M = 38. 78 (SD = 9.96)
M =43 (SD= 12)
Not Provided
M = 46.61 (SD = 11.93) 
M = 42.97 (SD= 10.32)
M = 46.74 (SD =11.16) 
M = 39.28 (SD =10.48)
M = 48.8
M = 37.7
M = 39 
M = 30 
M = 36
Males = 54 
Females = 46 
Males = 32 
Females = 68
Males = 63 
Females = 37 
Males = 40 
Females = 60
Males = 40 
Females = 60
Males = 60 
Females = 40
Males = 30 
Females = 70
Males = 62 
Females = 38 
Males = 44 
Females = 56
Males = 65 
Females = 35 
Males-48 
Females -53
Males = 88 
Females = 12 
Males = 62 
Females = 38
Males = 81 
Females = 19 
Males = 48 
Females = 52 
Males = 60 
Females = 40
M = 16.24 (SD = 7.83) 
M= 15.97 (SD = 7.13)
M = 6.60 (SD = 5.28) 
M = 8.I0(SD = .62)
M = 6
I-5 yrs = 53% 
6-10 yrs = 27%
I I-14 yrs =20*/. 
15 or more = 0
I -5 yrs = 50% 
6-10 yrs = 37%
11-14 yrs = 10% 
15 or more = 3%
Not Provided
M = 3.9
M = 3.4
M = 3 
M = 2 
M =4
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Authors)
Table 5.2
Recovering versus Non-recovering Counselors: Research Findings cont. 
_________________ Setting (%)____________ Theory (%)___________ Education (%)
Sias, 2002 -  Current Study 
N = 188 SA Counselors 
Statewide Survey -  Virginia
Recovering (N = 67) 
Non-recovering
Outpatient(30) 
Outpatient (24)
StofFelmayr et al., 1998 
N = 575 Staff Members o f  
Substance Abuse Tx Programs 
Statewide Survey -  Long-term
Recovering (N = 250) Residential (50)
Non-recovering Outpatient (67)
Moyers & Miller, 1993 
N = 170 Certified D&A Providers,
Students in a certification course,
& SA Therapists 
Survey -  New Mexico
Recovering Not Provided
Non-recovering
Shipko & Shiplo, 1992 
N = 45 SA Counselors in 
a Midwestern metropolitan 
area - Survey
Recovering (N= 15) Inpatient (73)
Non-recovering Inpatient (53)
Disease/12-Step (54) 
Cognitive Behavioral (43)
“More strongly 
endorsed 12-Step” 
Less likely to endorse 
12-Step model
Disease Model 
Heterogeneity of 
treatment goals
Disease Model (93%) 
Disease Model (67%)
Recovering 
HS = 6 AA = 12 
BA = 22 MA = 55 
ABD = 4 PhD = 0 
Non-recovering 
HS = I AA = 5 
BA =16 MA = 67 
ABD = 2 PhD = 8
Recovering 
HS = 18 AA = 49 
BA =17 MA = 14 
ABD = 0 PhD = 2 
Non-recovering 
HS = 9 AA = 21 
BA = 20 MA = 40 
ABD = 0 PhD = 10
Recovering 
HS = 41 AA = 0 
BA = 22 BA+ = 21 
MA = 15 PhD = I 
Non-recovering 
HS = 7 AA = 0 
BA = 21 B A + = I5  
MA = 46 PhD =11 
Recovering 
HS = 13 AA = 27 
BA = 33 MA = 20 
ABD = 0 PhD = 7 
Non-recovering 
HS = 3 AA = 10 
BA = 47 MA = 37 
ABD = 0 PhD = 3
Note. Percentages are rounded up. H.S. = high school diploma or GED, AA = associates degree or some 
college, BA = bachelors degree, BA + = bachelors and some masters courses, MA = masters degree, ABD 
= all but dissertation, PhD = doctoral degree or medical degree
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Table 52
Recovering versus Non-recovering Counselors: Research Findings corn.
Authorfs) Setting (Vo) Theory (%) Education (%)
McGovern & Armstrong, 1987 
N = 106 SA Counselors 
Survey -  Texas 
Recovering (N = 72) 
Non-recovering 
N = 201 SA Counselors
National SA Conference 
Recovering (N = 141) 
Non-recovering
Blum & Roman, 1985 
N = 726 EAP Personnel 
Nationwide Survey 
Recovering
Non-recovering
Inpatient (30) 
*Muitiple (35) 
Inpatient 
'Multiple (35)
Inpatient (40) 
Inpatient (38)
Not Provided
NA -All
Outpatient
NA
Not Provided 
Not Provided
Recovering 
HS = 28 AA = 20 
Nursing =3 BA = 33 
MA = 14 PhD = 2 
Non-recovering 
HS = 6  AA = 15 
Nursing = 0 BA = 42 
MA = 27 PhD = 9
Recovering 
HS = 33 AA = 17 
Nursing = 2 BA = 22 
MA = 23 PhD = 3 
Non-recovering 
HS = 2 AA = 3 
Nursing = 7 BA =37 
MA = 40 PhD =10
Recovering 
College Degree = 64 
College Degree = 92
Aiken etal., 1984 
N = 82 Outpatient Counselors 
NY, DC, Chicago, Los Angeles 
& San Francisco
Recovering (N = 3 1) NA -All Not Provided Recovering
Outpatient Average 21 College Credits
Non-recovering (N = 31) Non-recovering
BA = 29 
Some Grad = 29 
MA = 42
Note. Some research reviewed in Chapter 2 was excluded from the table due lack of data. Aiken et al., included 
paraprofessionals • counselors without formal education or history of personal recovery. Percentages arc rounded up. 
H.S. = high school diploma or GED, AA = associates degree or some college, BA = bachelors degree, BA + = 
bachelors and some masters courses, MA = masters degree, ABD = all but dissertation, PhD = doctoral degree or 
medical degree, 'Multiple = both inpatient and outpatient scning.
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Table 5.3
Respondents’ PCM Mean Scores by Recovery Status
Recovery Status PCM SD
Recovering Alcoholic/Addict 1.90 .327
N = 66
Recovering Family Member 1.92 .211
N = 36
Non-Recovering
N
1.96
81
.310
Note. N = 183 (Two respondents did not disclose recovery status and three respondents did not 
produce valid PCM protocols.)
Hypothesis Four.
Hypothesis Four: Substance abuse counselor education level is positively correlated 
with counselor level of moral judgment as measured by Rest & Narvaez’s Defining 
Issues Test (DIT) when demographic variables of gender, age, and race are controlled.
When analyzing the N2 Index and counselor education as a category (i.e., as six 
categories - GED / high school diploma, associates degree, bachelors degree, masters 
degree, ABD, and doctoral degree and as four categories - high school diploma / 
associates degree, bachelors degree, masters degree and above masters) the results 
indicted that bachelors’ level education was negatively correlated with moral judgment. 
The remaining levels of education were not found to be statistically significant. The 
analysis with the DIT P-score was not found to be statistically significant as well. Rest et 
al. (1997) reported the N2 Index is more sensitive to educational interventions and to 
assessing educational group differences than the P-score. This may account for a
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statistically significant difference found when analyzing the N2 Index and not the P- 
score.
Past research clearly supports the relationship between education and cognitive 
development. Thoma’s (1986) composite study o f6,863 subjects in 56 studies explored 
the issues of formal education and moral development. The subjects were divided into 
four education levels, junior high, senior high, college students and graduate students. 
Thoma found that level of education accounted for 52.5% of the variance in moral 
judgment scores. Rest et al., (1999) reported that formal education was the most 
powerful demographic correlate to moral development. Formal education accounted for 
30% to 50% of the variance in large heterogeneous samples. Rest et al., (1999) also 
reported that moral reasoning tends to increase as long as an individual remains in formal 
education. Once the individual leaves the formal education situation, a plateau in growth 
is observed.
In the current study, the results indicated that as the N2 Indexes increased, the 
number of respondents with bachelors decreased. No other educational levels had a 
statistically significant impact on the N2 scores. When reviewing N2 mean scores by 
education level, no clear pattern emerges (see Table 5.4 for respondents’ DIT N2 Means 
by education levels). Past research would suggest that as education levels increase so 
would the N2 scores. In the current sample, individuals with a high school diploma (M = 
32.22, SD = 11.84) or an associate’s degree (M = 29.65, SD = 8.83) scored higher than 
the individuals with a doctoral degree (M = 26.70, SD = 6.97). Individuals with an ABD 
(M = 33.02, SD = 8.00) out scored the individuals with a doctoral degree (M = 26.70, SD
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= 6.97) as well. The lack of a predictable linear relationship between the N2 scores and 
educational categories is probably due to the limited number of respondents in each 
category (i.e., high school /  GED N = 3, associate’s degree N = 11, ABD N = 4, and 
doctoral degree N = 8). Due to the limited number of respondents, these scores are not 
likely to be representative of the larger accessible population. Master’s level respondents 
make up the largest group so the numbers in this category should not be an issue, and no 
significant differences were found among bachelor’s level respondents and master’s level 
respondents in the areas of recovery status or years of substance abuse counseling 
experience (analyzed by cross tabulation chi square).
To further explore the relationship between the bachelor’s and master’s level 
respondents’ scores, the correlations between the N2 scores were reviewed. The 
correlation between the N2 score and bachelor’s level respondents was (-. 171). The 
correlation between the N2 score and master’s level respondents was (.166). Although 
master’s level education was not found to be statistically significant, it is close to the 
bachelor’s level correlation (however in the opposite direction). These correlations 
would support that the master’s level respondents’ N2 scores are positively related to 
education level, although not statistically significant. Bachelor’s level of education (M = 
26.82, SD = 7.14) is negatively related to N2 scores where master’s level education (M = 
30.62, SD = 7.30) is positively related to the N2 scores.
Other factors, which may be impacting the relationship between the N2 score and 
respondent level of education, are the type of educational program the respondents 
attended and the length of time the respondents have been out of school. As discussed in
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Hypothesis One, the educational backgrounds of the respondents may be impacting the 
respondents’ level of development. Educational background is known to affect counselor 
view of treatment needs and substance abuse counselors tend to come from a variety of 
backgrounds (Bissell & Royce, 1994). Substance abuse counselors coming from medical 
backgrounds may focus more on the medical needs of the client. Substance abuse 
counselors coming from a social work background may focus more on the case 
management needs of the client. The philosophy of the graduating program and teaching 
style of the faculty may impact the developmental growth of the students as well. 
Programs that are developmentally focused rather than fact focused are likely to promote 
student growth.
As mentioned above, cognitive development will continue as long as the individual is 
involved with formal education. Once formal education stops, cognitive growth may 
plateau or in some cases regress (Rest et al., 1999). Respondents were not asked to report 
the year they completed their formal education. If respondents have been out of formal 
education for a long period of time, this may decrease the positive impact of their 
education on their moral development.
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Table 5.4
Respondents’ DIT N2 Means by Education Levels 
Education N2 Mean SD
High School Diploma/GED 32.22 11.84
N = 3
Associate’s Degree 29.65 8.83
N = 11
Bachelor’s Degree 26.82 7.14
N = 28
Master’s Degree 30.62 7.30
N = 97
ABD 33.02 8.00
N = 4
Doctoral Degree 26.70 6.97
N = 8
Note. N = 151, Three respondents failed to complete the DIT. Thirty-three (33) o f  the DIT 
protocols failed to pass the all five reliability checks (i.e. rate-and-rank consistency, meaningless 
items, missing rates and missing ranks).
As discussed in Chapter Three, general averages for DIT scores are: junior high 
students average in the 20s, senior high students average in the 30s, college students 
average in the 40s, students graduating from professional school programs in the 50s and 
moral philosophy / political science doctoral students in the 60s (Rest & Narvaez, 1998). 
As a group, the respondents’ average N2 score was 29.72 (SD = 7.45) which means the 
respondents’ score is similar to that of senior high students. This low of a score is of 
particular concern for practicing counselors. According to Rest and Narvaez (1994), 
individuals who score below 50 are not able to determine what is morally right by 
considering the needs and interests all parties concerned. None of the respondents’ N2
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
177
scores were SO or above and only 6% scored in the 40s. Individuals at this level of 
functioning solve ethical problems through rote learning of ethical guidelines and tend to 
have difficulty extending ethical principles to situations not specifically taught (Rest & 
Narvaez, 1994). The respondents’ mean P-score (M = 40.51, SD = 23.73) was somewhat 
higher than their N2 score but the majority of the respondents (60%) scored below SO. 
Further discussion concerning respondents’ DIT scores and counseling related tasks can 
be found under the subheading Hypothetical Dilemma Findings.
The current results must be considered with caution, due to the limited number of 
respondents in four out of the six categories of education. Further research is needed to 
replicate the results. A stratified random sample may be the best approach to insure 
adequate representation of all educational levels. If the bachelor’s to master’s level 
education does proves to be a strong contributor to moral growth, more research, similar 
to that of Biendel et al. (2000), comparing the pre and post scores of student entering and 
completing a master’s counselor education program is needed.
Hypothesis Five.
Hypothesis Five: Substance abuse counselor number of years of counseling 
experience is positively correlated with counselor moral judgment as measured by Rest & 
Narvaez’s Defining Issues Test (DIT) when demographic variables of gender, age, and 
race are controlled.
The results indicated no statistically significant relationship between counselor level 
of experience (i.e., number of years as a substance abuse professional) and counselor 
moral judgment (i.e., N2 Index or P-score). One would expect substance abuse
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counselors’ moral judgment to be positively linked to the number of years as a practicing 
counselor, especially since past research suggests that experiences requiring the taking of 
another’s point of view promote growth (Kohlberg, 1969; Rest 1986a), and substance 
abuse counselors face a number of ethical and moral dilemmas, which require multiple 
perspective taking (Doyle, 1997; Scott, 2000; Toriello, 1998). Other research exploring 
the impact of work experience on the moral judgment of school counselors (Halverson, 
1999) and the moral judgment of registered nurses also found no statistically significant 
relationship between the number of years of work experience and the level of participants 
moral judgment level (Dada-Parks, 1999).
As previously discussed in Hypothesis 2, experience alone does not always bring 
about cognitive growth. Development appears to be more affected by the quality of the 
experience rather than the passing of time, and when people leave educational settings, 
they tend to stabilize developmentally and in some cases regress (Rest et al., 1999).
Other research specific to counselors found that without appropriate supervision and 
support, counselors became less skilled than what they were at the time of graduation 
(Curchfield, L. B., & Borders, 1997). Substance abuse treatment programs tend to 
provide a combination of group and individual counseling to clients. Both recovering 
and non-recovering respondents reported group counseling as their most common form of 
counseling, followed by individual counseling. Group counseling is a cost effective way 
to meet the counseling needs of a large number of client. However, this leads to larger 
caseloads for the counselors to manage. Larger caseloads lead to more paper work. 
Increased caseloads and more paperwork make an already difficult job less manageable.
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To avoid a miseducative experience, supervision that provides support, reflection and 
encourages self-care is a must. Again, the current participants experience may lack the 
core conditions necessary to promote cognitive growth (i.e., significant role-taking 
experience, balanced and guided reflection, support and challenge, and continuity, 
Sprinthall, et al., 2001). More research is needed concerning the type and amount of 
supervision and guidance substance abuse counselors receive. The type of supervision 
may be a factor in substance abuse counselor development and may impact the quality of 
their counseling experience.
Hypothesis Six.
Hypothesis Six: Non-recovering substance abuse counselors have higher levels of 
moral judgment than recovering substance abuse counselors as measured by Rest & 
Narvaez’s Defining Issues Test (DIT) when demographic variables of gender, age, and 
race are controlled.
Results indicated that moral judgment was negatively correlated to family member 
recovery status but no statistically significant relationship was found between moral 
judgment levels of recovering alcoholics / addicts or non-recovering counselors. 
Therefore, the research hypothesis was rejected (See Table 5.5 for respondents N2 
Indexes by recovery status). As in Hypothesis Four, the analysis with the P-score was 
not found to be statistically significant.
As discussed in Hypothesis 3, past research supports recovering and non-recovering 
counselors have different personality characteristics (Hoffmann & Miner, 1973; 
McGovern & Armstrong, 1987; Moyers & Miller, 1993; Shipko & Stout, 1992) and tend
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
180
to approach the counseling process differently (Aiken et al., 1984; Lawson et al., 1982; 
Leavy, 1991; McLellan, et al., 1988; Stoffelmayr et al., 1998). The characteristics 
describing recovering counselors (i.e., less flexible and less willing to consider alternative 
points of view, more conventional and concrete in their patterns of thinking, and more 
likely to impose their treatment on clients rather than to work collaboratively with 
clients) could be descriptive of individuals functioning at lower levels of cognitive 
development. The characteristics describing non-recovering counselors (i.e., flexible and 
willing to accept alternative points of views, exhibiting high levels of autonomy, more 
creative and are less likely to impose treatment goals on clients) could be descriptive of 
individuals with higher levels of cognitive development. For this reason, this writer 
conjectured that non-recovering counselors would have higher levels of moral 
development than recovering counselors. The results however did not support this 
speculation.
Moral judgment being negatively correlated with having a substance abusing family 
member contradicts the findings of Brendel (1996). Brendel’s (1996) study concerning 
the moral judgment, conceptual development, and self-actualization of incoming and 
outgoing graduate students in a counselor education program found that the variables of 
alcohol / drug abuse by father and significant life event (i.e. parents’ remarriage, divorce, 
rape, clinical depression, serious injury, and sexual abuse in preschool) were positively 
correlated with participants’ DIT scores. Alcohol / drug abuse by one’s father and 
significant life events accounted for 21% of the variance in the DIT scores. Brendel 
suggested that these significant life events might have increased the participants’ levels of
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personal reflection, brought about moral growth. Brendel (1996) also points out that 82 
% of the incoming students (N = 28) and 71% of the outgoing students (N = 28) reported 
participation in counseling or psychotherapy, and suggests that participation in 
counseling may have increased the students’ scores. Substance abuse by one’s mother or 
siblings was not found to positively or negatively impact the participants’ level of moral 
judgment.
For the current sample, having a family history of addiction decreased one’s DIT 
score. Since the two studies involved very different populations (i.e., counseling students 
and practicing substance abuse professionals), and defined family recovery status 
differently (i.e., substance abuse by father versus involvement in a 12-step program such 
as Al-Anon, ACOA or CODA), direct comparisons of the findings are difficult. Also, the 
current study did not inquire about the counseling experiences of the respondents. Past 
research supports that alcohol / drug use affects all family members, not just the addicted 
person, and that all family members can benefit from counseling (Brown & Lewis, 1999; 
Royce & Scratchley, 19%). It may be that the current respondents have not participated 
in formal counseling themselves and have yet to resolve the emotional problems and 
habits that developed as a result of living in a family with addiction.
Some of the characteristics of untreated individuals who grow up in families with 
addiction include: (a) having an overdeveloped sense of responsibility, (b) being “people 
pleasers” who have a low sense of self-esteem, (c) having compulsive disorders 
themselves or marrying someone who has a compulsive disorder, (d) displaying difficulty 
having fun or enjoying intimate relationships, (e) lying when it is just as easy to tell the
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truth, (f) having difficulty completing projects, (g) being fearful of criticism and authority 
figures, and (h) displaying strong fears of abandonment (Royce & Scratchley, 1996). It is 
though formal counseling that these characteristics are examined and changed. The 
process of counseling “provides a holding environment for the client’s efforts to make 
meaning in the face of crisis, which is the transformation of meaning and a movement 
toward growth” (p. 263, Hayes, 1994). It is only speculative that the absence of formal 
counseling has impacted the development of the current respondents. The conflicting 
findings between Brendel (19%) and the current study do suggest that more research is 
needed in this area.
Table 5.5
Respondents’ DIT N2 Mean Scores by Recovery Status 
Recovery Status N2 SD
Recovering Alcoholic/Addict 30.66 7.03
N = 53
Recovering Family Member 28.28 8.03
N = 31
Non-Recovering 29.83 7.59
N = 68
Note. N = 153 (Two respondents did not disclose recovery status, three respondents did not complete the 
DIT and thirty did not produce valid DIT protocols.)
Hypothesis Seven.
Hypothesis Seven: Substance abuse counselors exhibit lower levels of moral 
judgment based on their P-scores on a substance abuse dilemma when compared to their 
P-Scores on the DIT.
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Hypothetical Dilemma Findings.
Before discussing respondents’ mean scores on the authentic and hypothetical 
dilemmas, the findings of the standard DIT dilemmas may be relevant. Respondents’ 
mean P-score on the standard DIT dilemmas was 40.51 (SD = 23.73). The P-score is 
based on the relative importance a respondent gives to items representing principled 
moral thinking -  stages 5 and 6 (Rest & Narvaez, 1994). Graduate students not 
specializing in majors emphasizing in moral thinking have P scores in the 50’s and 
graduate students specializing in majors emphasizing moral thinking average scores in 
the 60’s. Table 5.6 illustrates the average P-scores of different groups. Participants in 
this study had P-scores similar to that of adults in general but considerably lower than 
students of moral philosophy and political science. According to Rest and Narvaez 
(1994) individuals whose P-score are below 50 are, “...predominantly not 
conceptualizing moral problems the way a moral philosophers conceptualize the problem 
(i.e., by determining what is morally right from the perspective of a society that balances 
the interests of its participants, optimizes the stake of each participant in supporting 
society, and eliminates arbitrary advantages or influence)” (p. 214). Approximately 60% 
of the participants in this study scored below 50. This is particularly troubling since 
individuals at this level of functioning solve ethical problems through rote learning of 
ethical guidelines and tend to have difficulty extending ethical principles to situations not 
specifically taught (Rest & Narvaez, 1994). Substance abuse counselors are faced with 
situations that require them to choose among multiple courses of action. In many cases, 
several choices can be supported by ethical guidelines and each choice has considerable
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consequences (Corey et al., 1997; Wilson, Rubin, & Millard, 1990). In other cases, 
ethical guidelines may be too vague or may not provide enough guidance to deal with a 
given dilemma (Corey et al., 1997). For example, when providing services to individuals 
with both substance abuse and mental health disorders, counselors may have to decide if 
substance abuse services will be provided to individuals who refuse to first seek services 
for their mental health disorder. Since ethical guidelines do not address every possible 
dilemma, it is important that counselors be able to identify ethical dilemmas and consider 
all possible options when deciding on a course of action.
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Table 5.6 
Different Groups on the DIT P-score
Group__________________________________________________________ P-score
Moral Philosophy & Political Science Graduate Students 65.2
Liberal Protestant Seminarians 59.8
Law Students 52.2
Medical Students 50.2
Practicing Physicians 49.2
Dental Students 47.6
Staff Nurses 46.3
Graduate Students in Business 42.8
College Student in General 42.3
Navy Enlisted Men 41.6
Adults in General 40.0
Seniors High School Students 31.8
Prison Inmates 23.5
Junior High School Students 21.9
Institutionalized Delinquents 18.9
(Rest & Narvaez, 1994, p. 14)
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In addition to moral development being linked to counselors deciding what course of 
action to take when treating clients, level of moral judgment is positively related to level 
of counselor empathy (Bowman & Reeves, 1987) and to counselor ability to listen, to be 
empathic and to take the perspective of others (Sprinthall, 1994). Sprinthall (1994) 
appropriately stated, “if the task at hand involves complex human relationship skills such 
as accurate empathy, the ability to read and flex, to select the appropriate model from the 
professional repertoire, than higher order psychological maturity across moral, ego and 
conceptual development is clearly prerequisite” (p.96).
Authentic versus Hypothetical Dilemma Findings.
Past research shows that moral judgment tends to decline when the contents of the 
dilemma are personally charged. Mohr et al., (1987) established that when reasoning 
about drug use, adolescents were at significantly lower stages of development as 
compared to their level of development on standard moral dilemmas. Gilligan et al., 
(1971) found a similar decline in moral judgment when adolescents were reasoning about 
sexual activity, as did Foster and Sprinthall (1992) with women choosing to abort a 
pregnancy. To explore respondents’ moral reasoning on authentic versus hypothetical 
dilemmas, an author developed substance abuse dilemma was written and included with 
the standard DIT dilemmas.
When responding to moral dilemmas of a more personal nature, participants’ DIT P- 
scores (M= 33.21, SD = 17.77) were lower than their scores on the standard dilemmas 
(M = 40.51, SD = 23.73). Approximately 70 % of the participants scored below 50 on 
the substance abuse dilemma. Past research suggests that dilemmas of a personal nature
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are more emotionally charged and that the emotional response brings about a decrease in 
moral judgment (Mohr et al., 1987). This may be the case for the current findings as 
well. Another possible reason for the lower P-score on the substance abuse dilemma is 
that the dilemma dealt with client confidentiality (i.e., reporting or not reporting a client 
relapse to a probation officer). The dilemma did not state whether a release of 
information was completed for the probation officer. Some respondents wrote that they 
would report the relapse only if a valid release was signed. Had the dilemma included a 
statement saying a valid release was obtained, respondents may have answered the 
question differently. Since this was the first research project to use the substance abuse 
dilemma, the results need to be considered exploratory in nature. Further research is 
needed to support the use of the substance abuse dilemma, as well as the impact of 
authentic versus hypothetical dilemmas on the moral judgment of substance abuse 
counselors.
Additional Findings
As discussed in Chapter 4, when examining the relationship between counselor 
education and moral judgment (i.e., N2 and P-scores), the control variable of race was 
found to be statistically significant. Moral judgment of majority respondents was higher 
than minority respondents. No previous research was found to support that race was a 
contributing factor to cognitive development. This finding may be a statistical artifact 
due to the limited number of minority respondents (N = 19) as compared to majority 
respondents (N = 168).
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Upon examination of the relationship among counselor education, experience, 
recovery status and conceptual development, respondent age accounted for 3% of the 
variance in the PCM scores. This finding is consistent with past research. Rest and 
Narvaez (1994) report one of the first types of studies to be conducted with any 
developmental measure is age / education trends. They go on to state, “a measure 
claiming to be developmental implies that people change, and that they change in ways 
predicted by the theory -  the higher the age, the higher the stage” (p. 13). The Paragraph 
Completion Method manual describes a number of longitudinal and cross-sectional 
studies, which supports there is “a general conceptual level increase with age” (p. 39, 
Hunt et al., 1978).
Limitations o f the Study 
The previous section reviewed and discussed the research findings: counselor 
conceptual complexity and education level (i.e., master’s degree) were positively 
correlated, and counselor level of moral judgment and education (i.e., bachelor's degree) 
were negatively correlated. A negative relationship was found between family member 
recovery status and moral judgment, and counselor level of moral judgment was found to 
be lower on an authentic dilemma versus the standard DIT dilemmas. No correlation 
was found between counselor level of experience and conceptual complexity or moral 
judgment. Limitations in the areas of research design, participant sampling and 
measurement instruments may have influenced this study’s findings.
Research Design
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Due to the use of a correlational research design, a causal relationship among the 
chosen variables cannot be assumed (Gall, Borg & Gall, 19%). Even when significant 
correlations are found between two variables, other factors may contribute to the actual 
cause. A correlational research design explores possible relationship(s) and the degree of 
the relationship(s) among the variables. Causality between variables can only be 
established through the utilization of an experimental design (Gall, Borg, & Gall, 19%).
A definite limitation to this study is the low return rate. Involvement in research is 
voluntary and participants may choose not to return the survey packets. At least 313 
participants were needed to achieve the desired 95% confidence level of representation 
for the target population (Krejcie & Morgan, 1970). One hundred eighty eight 
participants (188) returned the survey for a 21 % response rate. Although this return rate 
is comparable to past survey research with substance abuse counselors (i.e., 20% to 30% 
return rates, Thombs & Osborn, 2001), it does not meet the optimal target return rate of 
80%, which limits the generalization of this study’s findings and reduces the power of the 
statistics. Also, the participants who chose to return the survey may be more motivated 
and interested in their own development and this may bias the results. According to Gall, 
Borg, and Gall (19%) participant volunteers tend to be, more intelligent, better educated, 
of a higher social class, and are more often female.
Participant Sampling
A sampling limitation is the generalizability of the sample to substance abuse 
counselors in the Commonwealth of Virginia and nationwide. The population was 
substance abuse counselors in the Commonwealth of Virginia, and the accessible
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population was drawn from substance abuse counselor certification and licensure lists.
To obtain a certification or a license, counselors must meet education, supervision and 
testing requirements. The findings may not be representative of substance abuse 
professionals in Virginia who do not have a substance abuse counselor certification or 
license. Statewide estimates and demographics of substance abuse counselors are not 
available, so no comparisons of counselor demographics can be made between substance 
abuse counselors in Virginia and the current sample. Also, since this was a statewide 
rather than a nationwide study, the results may not be representative of substance abuse 
counselors across the nation.
Another limitation, which may have impacted the return rate, is that the substance 
abuse treatment community seems to be not particularly open to research involvement or 
research findings (Caldwell, 1991; Haskell, 1993; Bean-Bayog, 1988). Much of this 
resistance is said to come from paraprofessionals and recovering counselors who fear that 
their lack of formal education will lead to questioning their effectiveness as counselors 
(Kalb & Propper, 1976). Resistance is also met when researchers begin to explore 
various treatment approaches such as the 12-step model versus controlled drinking 
(Miller, 1983). The response rate may have been negatively impacted because counselor 
recovery status was one of the variables of study. Also, it was assumed that the 
respondents reported the demographic information such as education level, years of 
experience and recovery status honestly. If respondents were concerned about their 
credentials or recovery status, this might impact their reporting of the demographics 
honestly.
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Measurement Instruments
As with all measurement instruments, there is the possibility for measurement error. 
The Paragraph Completion Method (PCM) and Defining Issues Test (DIT) have 
impressive records of use in scholarly research; however, there were some scoring 
concerns during this investigation. As previously discussed, the PCM is a semi- 
projective instrument, which asked participants to respond to six sentence stems. 
Participants are to add at least three sentences to the given stem. In the current study, a 
trained rater, scored the PCMs. Nine (9) of the scored PCMs did not have full sentences 
or parts of a response were vague. If these respondents had written in full clear 
sentences, their conceptual complexity scores may have increased and this may have 
increased the groups overall score. Also, one trained rater was employed to score all 
PCM protocols therefore interrater reliability cannot be established. The reliability of the 
PCM results may have been strengthen by having two trained raters score the PCM 
protocols.
The Defining Issues Test (DIT) was scored by the Center for the Study of Ethical 
Development at the University of Minnesota. One hundred eighty five (185) DIT 
protocols were submitted for scoring. One hundred fifty eight (158) were returned scored 
and twenty-seven (27) or fourteen point five percent (14.5%) were purged from the 
scoring report due to the reliability checks. The Center’s scoring report states a 15% loss 
in sample size due to the reliability checks violations is possible. Recent research has 
found their reliability check cut off points to be “too stringent” and suggest ways to 
reinstate some of the purged scores. The purged scores are no longer being provided to
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the DIT 1 or DIT short version users. Had some of the purged protocols been reinstated 
into the analysis, the sample size for completing the statistical analyses for the DIT would 
have been larger and may have increased the statistical power of the results, producing 
different findings. Perhaps survey research is not the best way to administer the DIT. 
Respondents may have had less “rate -  rank inconsistencies” and less missing data if the 
instrument was administered in person.
Implications and Contributions o f Findings
Given the previously discussed limitations, the following implications are guarded. 
Further research is needed to support the current findings. This study began by 
establishing substance abuse as a critical problem in today’s society. Substance abuse 
counselors must be capable of providing services to a diverse population as a result of the 
reduction of services available. An additional concern discussed was the debate 
regarding substance abuse counselor licensure. This debate concerns the minimum 
educational and experience requirements for substance abuse counselors (i.e., lowering 
the educational requirements to include individuals with less than a master’s degree). 
Previous research revealed differences between recovering and non-recovering 
counselors. Cognitive developmental theory was presented as a framework for 
examining how differing levels of education and experience, as well as recovery status 
may impact counselor cognitive development.
The current research study is the first to explore the issue of cognitive development 
and substance abuse counselors. The study’s demographic results provide a preliminary 
profile of substance abuse counselors in the Commonwealth of Virginia. Substance
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abuse counselors in this study had an average age of 48.6 (SD = 10.02) years, and they 
range in age from 28 to 75 years. The majority of the respondents were Caucasian 
(89.4%) females (59.9%) with a master’s degree (62.2%) working in an outpatient 
substance abuse setting (26.1%) with adult clients (65.4%). The next most commonly 
reported education level was a bachelor’s degree (18.6%). The average number of years 
of experience was 16 (SD = 7.36) years. Forty-three point six percent (43.6%) of the 
respondents were non-recovering counselors, 35.6% were recovering counselors and 
19.7% were recovering family members. The most commonly reported certification was 
Certified Substance Abuse Counselor (CSAC, 43.6%). Fifty percent of the respondents 
reported having no counseling license. The most commonly reported license was a 
Licensed Professional Counselor (LPC, 16.5%). Thirty-eight point eight percent (38.8%) 
of the respondents reported cognitive behavioral theory to be their predominate 
counseling theory. The disease / 12-step model was a close second (36.7%).
A second contribution is support for cognitive developmentally based counselor 
education and supervision. As a group, the respondents’ conceptual level was in the 
moderate to high range, and their moral judgment scores were comparable to the score 
Diambra (1997) found in his research with National Certified Counselors, Halverson 
(1999) found in her research with school counselors and Crazier (2001) found in her 
research with substance abuse prevention professionals. However, 20.7 % of the 
respondents are not functioning at Hunt’s highest stage of development. As a group, the 
respondents’ moral judgment level was comparable to that of adults in general. 
Approximately 60% of the participants are functioning at a level of moral judgment that
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suggests that they would have difficulty extending ethical principles to situations not 
specifically taught (Rest & Narvaez, 1994). This suggests that cognitive developmentally 
based supervision and DPE programs are needed to increase the conceptual development 
and moral development of respondents and that a cognitive development.
The findings also support keeping master’s level education as a requirement for 
substance abuse counselor licensure. Counselor level of education (i.e., master’s degree) 
was positively correlated with counselor level of conceptual development. Counselor 
level of moral judgment was negatively correlated with bachelor’s level of education, and 
although not statistically significant, was positively correlated with master’s level 
education. These findings do not support the changing of the licensure standards to 
include individuals with less than a master’s degree. As previously discussed, formal 
education is clearly linked to higher levels of cognitive development and higher levels of 
cognitive development are clearly linked to effective performance of counseling related 
skills. The current findings support the importance of formal education for substance 
abuse counselors. Currently there are two common paths to becoming a substance abuse 
counselor. One is through personal recovery and substance abuse counselor certification, 
and the other is through formal education and substance abuse counselor licensure. Since 
recovery status (i.e., recovering versus non-recovering counselors) alone was not found to 
impact conceptual or moral development, the findings suggested that regardless of 
recovery status, the path of formal education may be the best choice for preparing 
substance abuse counselors.
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Finally, the findings add to the body of research concerning the differences in 
reasoning when individuals are faced with a hypothetical versus authentic moral 
dilemmas. In keeping with past research, the moral judgment o f the respondents was 
lower on the substance abuse related dilemma as compared to their score on the standard 
DIT dilemmas. More research is needed to see if standard dilemmas truly capture the 
moral judgment levels of participants or whether a more realistic picture could be 
gathered by developing dilemmas that are personal in nature.
Recommendation for Future Research
The results of this study provide important implications for future research 
concerning substance abuse counselors and cognitive development. A review of the 
literature revealed a lack of research concerning substance abuse counselors and 
cognitive development. As previously discussed, this study was an initial attempt to 
explore the impact of substance abuse counselor education, experience, and recovery 
status on conceptual level and moral judgment. Replication of this effort is needed. 
When replicating the study, larger sample sizes are needed to ensure an adequate number 
of substance abuse counselors are represented. Samples stratified by education and 
recovery status would ensure adequate presentation of counselors on two of the primary 
variables of study. Another data gathering method, such as large group interviewing and 
direct instrument administration, may increase the return rate, decrease the rate of invalid 
protocols, and decrease resistance to participating in a research project.
Changes to the General Demographic Questionnaire are recommended as well. 
Gathering information concerning the type, amount, and satisfaction level of clinical
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supervision is needed. This information can be included in the exploration of counselor 
level of experience and cognitive growth. Obtaining the educational backgrounds of 
respondents is recommended. It may be that educational level and educational 
background impact counselor level of cognitive development.
Also, the demographic for work setting needs to be redefined. Many of the 
respondents’ current work setting were defined as “other”. It may be that substance 
abuse counselors are now working in a variety of settings. This change in work 
environment may also impact counselor level of cognitive development. If the work 
environment matches the counselor’s level of development, and appropriate supervision 
is provided to support and challenge the counselor, development growth is likely to 
occur. If a substance abuse counselor is working in a setting which lacks supervision, 
and either under or over challenges the counselor, developmental growth is not likely to 
occur.
Changing the instrumentation to the DIT-2 rather than the DIT-Short Version may 
prove to be useful. The DIT-2 is the newest version of the DIT, and it is made up of five 
dilemmas. The DIT-Short Version was chosen because it has three dilemmas and 
because it has more research supporting its reliability and validity. The reduced length of 
the test was hoped to increase the return rate. Due to the limited scoring information 
available on the DIT-Short Version, the DIT-2 may be a better choice. The DIT-2 
provides information on selected and purged protocols, which increases the data available 
for analysis.
Summary
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This chapter included, a brief overview of the study, a discussion of the results and 
additional findings presented in chapter four, and a review of the study’s limitations, 
implications of the findings, and recommendations for further inquiry. This research 
seems to be the first to study the impact of substance abuse counselor education, 
experience, and recovery status on conceptual complexity and moral judgment. The 
research findings were: counselor conceptual complexity and education level (i.e., 
master’s degree) was positively related, and counselor level of moral judgment and 
education (i.e., bachelor’s degree) was negatively related. A negative relationship was 
found between family member recovery status and moral judgment, and counselor level 
of moral judgment was found to be lower on an authentic dilemma versus the standard 
DIT dilemmas. No correlation was found between counselor level of experience and 
conceptual complexity or moral judgment, which may support that experience alone does 
not promote developmental growth.
The findings provide a profile of substance abuse counselors in the Commonwealth 
of Virginia, support the need for cognitive developmentally based counselor education 
and supervision, support the current licensure requirements for counselors to have a 
master’s degree and add to the body of research exploring the issues of hypothetical 
versus authentic dilemmas. Future research is needed to replicate the study’s findings 
with larger, stratified samples, which explore substance abuse counselor education level, 
recovery status, and the impact of clinical supervision on substance abuse counselor 
experience and cognitive development.
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APPENDIX A - SURVEY LETTER 
Shari Sias, LPC 
College of WUllam & Mary 
5403 C Lane Place Drive 
Williamsburg, VA 23188
February 20,2002
Dear Fellow Substance Abuse Professionals:
My name is Shari Sias, a doctoral candidate at the College of William & Mary in 
Williamsburg, Virginia. I am conducting a study as a requirement for my doctoral degree in 
counselor education. Your input is vital to my study on the relationship among counselor 
credentials, experience, moral reasoning and conceptual development for substance abuse 
counselors. The enclosed survey packet will help explore substance abuse counselor 
characteristics in Virginia.
As a substance abuse professional myself, I’m interested in the growth, development, and 
understanding of substance abuse counselors. I am focusing my research on counselor 
characteristics, and your response will help identify developmental changes that occur for 
substance abuse counselors. This information will promote advocacy, training, and supervision 
for substance abuse counselors.
It should take approximately 35 minutes to complete the entire packet. I would appreciate it if 
you complete the enclosed forms prior to March 13,2002 and return them in the stamped 
envelope enclosed. If mailed by the due date, your returned survey will be entered into a random 
drawing of which two-$50 prizes will be awarded.
Later phases of the research cannot be carried out until I complete the analysis of the survey 
data. In return for your participation in this study, I will gladly furnish you a summary of the 
study’s findings and recommendations.
Replies are confidential. However, in order for your scores to be made available to you, 
please code each instrument with the last four digits of your social security number. To maintain 
the anonymity of your survey information, please fill out the Consent Form and return it 
separately from the other materials (see stamped envelope provided). Again, all results will be 
held in strict confidence.
Thank you for agreeing to take part in my study. As a fellow substance abuse professional, I 
realize your time is valuable. If you have any questions or comments, please feel free to contact 
me at (757) 565-5418 or sisias@starpower.net.
Sincerely,
Shari M. Sias, LPC 
Doctoral Candidate 
The College of William & Mary 
Enclosures (5)
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APPENDIX B -  INFORMED CONSENT FORM 
THE RELATIONSHIP AMONG COUNSELOR CREDENTIALS, EXPERIENCE, 
MORAL REASONING AND CONCEPTUAL DEVELOPMENT OF SUBSTANCE
ABUSE COUNSELORS
I,________________________ , am willing to participate in a study of Substance
Abuse Counselors in the state of Virginia. I understand that this is being conducted by 
Ms. Shari M. Sias, L.P.C., a doctoral candidate in counseling at the College of William & 
Mary, to explore the relationships of counselor credentials, experience, moral reasoning 
and conceptual level. My involvement in this study will be approximately 35 minutes.
As a participant in this study, I am aware that I will be asked to complete three research 
instruments: the General Questionnaire, Paragraph Completion Method (PCM), and the 
Defining Issues Test (DIT).
As a participant in this study, I am aware that participation is voluntary and that I may 
choose to withdraw at anytime during the study. I understand that a copy of the study’s 
results will be mailed to me upon request, and by making such a request, I waive my right 
of anonymity to Ms. Sias.
By participating in this study, I understand that there are no obvious risks to my physical 
or mental health.
Confidentiality Statement
As a participant in the study, I am aware that all records will be kept confidential. I will 
be identified only by the last four digits of my social security number. (The last four 
digits of the social security number are needed only for the individuals requesting 
their scores).
I fully understand the above statements and do hereby consent to participate in this study.
Participant’s Signature
Date
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APPENDIX C -GENERAL QUESTIONNAIRE
Your A ge:_____
Number of years you have worked with substance abusing clients:_____
G ender (I) Female
 (2) Male
Your race:_____(1) African American /Black
 (2) Asian
 (3) Caucasian / White
 (4) Hispanic
 (5) Indian / Native American
 (6) Other (please list)______________
Which one category best describes your predominant mode o f treatment?
 (I) Group
 (2) Individual
 (3) Marriage & Family
Which one category best describes your current counseling setting?
 (I)Community /  Mental Health Provider
 (2) Criminal Justice Program
 (3) Inpatient Substance Abuse Treatment Program
 (4) Outpatient Substance Abuse Treatment Program
 (3) Social or Medical Detoxification Program
 (6) Substance Abuse Prevention Program
 (7) Other (please specify)________________
Which one category best describes your current client population?
 (1) Adolescents (2 )_____ Adolescents & Adults
 (3) Adults ( 4 ) ____ Families
Which one category best describes your predominant counseling theory?
 ( I) Cognitive Behavior Theory
 (2) Disease /12  Step Model
 (3) Family Systems Theory
 (4) Gestalt Theory
 (5) Person Centered Theory
 (6) Reality Theory
Are you licensed? ( I) yes (please list)__________________   (2) no
Do you have a substance abuse certification? (1) yes _____ (2) no
List the highest academic degree attained:________
Which one category best describes your recovery status?
 (I) Recovering Alcoholic or Addict
 (2) Recovering Family Member (i.e., ACOA, CODA)
 (3) Non-Recovering
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APPENDIX D - REQUEST FOR STUDY RESULTS 
Check all that apply:
 I would like to receive a summary of the results of this study when it is completed.
 I would like to receive the scores and interpretation of my personal assessment
and understand by requesting this I will not be able to maintain my anonymity. The last 
four digits of my social security number are:
Name:_______________________________________________________________
Address: ___________________  _____________________
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APPENDIX E - PARAGRAPH COMPLETION METHOD
Please indicate the last four digits of your social security number (for instrument 
matching purposes only):
On the following six pages, you will be asked to give your ideas about several topics. 
Try to write at least three sentences on each tonic.
There are no right or wrong answers so give your own ideas and opinions about each 
topic. Indicate the way you really feel about each topic, not the way others feel or the 
way you think you should feel.
In general, spend about 2 minutes for each stem.
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Tiy to write at least three sentences on this topic.
Last four digits of social security number:______________
(1) What I think about rules...
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Try to write at least three sentences on this topic.
Last four digits of social security number:______________
(2) When I am criticized ...
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Try to write at least three sentences on this topic.
Last four digits of social security number:______________
(3) What I think about parents...
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Try to write at least three sentences on this topic.
Last four digits of social security number:______________
(4) When someone does not agree with m e...
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Try to write at least three sentences on this topic.
Last four digits of social security number:______________
(S) When I am not sure ...
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Try to write at least three sentences on this topic.
Last four digits of social security number:______________
(6) When I am told what to do ...
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APPENDIX F - DEFINING ISSUES TEST (DIT)
This questionnaire is aimed at understanding how people think about social problems. 
Difference people often have different opinions about questions of right and wrong.
There are no “right” answers in the way that there are right answers to math problems. 
You will be asked to give your opinion concerning several problem stories. Here is a 
story as an example:
Frank Jones has been thinking about buying a car. He is married, has two small 
children and earns an average income. The car he buys will be his family’s only car. It 
will be used mostly to get to work and drive around town, but sometimes for vacation trip 
also. In trying to decide what car to buy, Frank Jones realized that there were a lot of 
questions to consider. Below there is a list of some of these questions.
If you were Frank Jones, how important would each of these questions be in deciding 
what car to buy?
Part A: (sample question)
Importance:
Great Much Some Little No
1. Whether the car dealer was in the same block as
where Frank lives.
2. Would a used car be more economical in the
long run than a new car?
3. Whether the color was green, Frank’s favorite
color.
4. Whether the cubic inch displacement was at least
200.
5. Would a large, room car be better than a compact
car?
6. Whether the front connibillies were differential.
PartB: (sample question)
From the list of questions and considerations above, select the most important one of the 
whole group. Put the number of the most important question on the top line below. Do 
likewise for you 2nd, 3rd, and 4th most important choice.
 Most important University of
 Second most important Minnesota Copyright,
 Third most important James Rest
 Fourth most important All Rights Reserved, 1979
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Newspaper
Fred, a senior in high school, wanted to publish a mimeographed newspaper for 
students so that he could express many of his opinions. He wanted to speak out against 
the use of the military in international disputes and to speak out against some of the 
school’s rules, like the rule forbidding boys to wear long hair.
When Fred started his newspaper, he asked his principal for permission. The 
principal said it would be all right if before every publication Frol would turn in all his 
articles for the principal’s approval. Fred agreed and turned in several articles for 
approval. The principal approved all of them and Fred published two issues of the paper 
in the next two weeks.
The principal had not expected that Fred’s newspaper would receive so much 
attention. Students were so excited by the paper that they began to organize protests 
against the Hair Regulation and other school rules. Angry parents objected to Fred’s 
opinions. They phoned the principal telling him that the newspaper was unpatriotic and 
should not be published. As a result of the rising excitement, the principal ordered Fred 
to stop publishing. He gave as a reason that Fred’s activities were disruptive to the 
operation of the school.
Should the principal stop the newspaper? (Check One)
  Should stop it
  Can’t decide
  Should not stop it
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Newspaper
GREAT MUCH SOME LITTLE NO
Importance importance importance importance importance On the left-hand side of the page
check one o f the spaces by each 
question to indicate its importance
  _____  _____  _____  _____  1. Is the principal more responsible to
students or to parent?
  _____  _____  _____  _____ 2. Did the principle give his word that the
newspaper could be published for a 
long time, or did he just promise to 
approve the newspaper one issues at a 
time?
  _____  _____  _____  _____ 3. Would the students start protesting even
more if the principal stopped the 
newspaper?
  ____  ____  ____  ____ 4. When the welfare o f the school is
threatened, does the principal have the 
right to give orders to student?
  ____ ____ ____ ____5. Does the principal have the freedom of
speech to say “No” in this case?
  _____  _____  _____  _____ 6. If the principal stopped the newspaper,
would he be preventing full discussion 
of important problems?
  _____  _____ _____  _____  7. Whether the principal's order would
make Fred lose faith in the principal.
  _____  _____ _____  _____ 8. Whether Fred was really loyal to his
school and patriotic to his country.
  ____ ____ ____ ____9. What effect would stopping the paper
have on the student’s education in 
critical thinking and judgment?
  _____  _____  _____  _____  10. Whether Fred was in any way violating
the rights of others in publishing his 
own opinions.
  _____  _____ _____  _____  II. Whether the principal should be
influenced by some angry parents when 
it is the principal who knows best what 
is going on in the school.
  _____  _____  _____  _____  12. Whether Fred was using the newspaper
to stir up hatred and discontent.
From the list of questions above, select the four most important:
Most important _____
Second most important _____
Third most important _____
Fourth most important _____
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ESCAPED PRISONER
A man had been sentenced to prison for ten years. After one year, however, he 
escaped from prison, moved to a new area of the country, and took on the name of 
Thompson. For eight years he worked hard, and gradually he saved enough money to 
buy his own business. He was fair to his customers, gave his employees top wages, and 
gave most of his own profits to charity. Then one day Mrs. Jones, an old neighbor, 
recognized him as the man who escaped from prison eight years before and for whom the 
police had been looking.
Should Mrs. Jones report Mr. Thompson to the police and have him sent back to prison? 
(Check one)
  Should report him
  Can’t decide
  Should not report him
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ESCAPED PRISONER
GREAT MUCH SOME LITTLE NO
Importance importance importance importance importance On the left-hand side of the page
check one of the spaces by each 
question to indicate its importance
  ____  ____ ____ ____ 1. Hasn’t Mr. Thompson been good
enough for such a long time to prove he 
isn’t a bad person?
  ____  ____ ____ ____ 2. Every time someone escapes
punishment for a crime, doesn’t that just 
encourage more crime?
  ____ ____ ____ ____  3. Wouldn’t we be better off without
prisons and the oppression of our legal 
system?
  ____ ____ ____ ____  4. Has Mr. Thompson really paid his debt
to society?
  ____ ____ ____ ____  5. Would society be failing what Mr.
Thompson should fairly expect?
  ____ ____ ____ ____ 6. What benefit would prison be apart
horn society, especially for a charitable 
man?
  ____ ____ ____ ____ 7. How could anyone be so cruel and
heartless as to send Mr. Thompson to 
prison?
  ____ ____ ____ ____ 8. Would it be fair to all the prisoners who
had to serve out their full sentences if 
Mr. Thompson was let off?
  ____ ____ ____ ____ 9. Was Mrs. Jones a good friend of Mr.
Thompson?
  ____ ____ ____ ____ 10. Wouldn’t it be a citizen’s duty to report
an escaped criminal, regardless of the 
circumstances?
  ____ ____ ____ ____  11. How would the will of the people and
the public good best be served?
  ____ ____ ____ ____  12. Would going to prison do any good for
Mr. Thompson or protect anybody?
From the list of questions above, select the four most important:
Most important ____
Second most important ____
Third most important ____
Fourth most important ____
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HEINZ AND THE DRUG
In Europe, a woman was near death from a special kind of cancer. There was one 
drug that the doctors thought might save her. It was a form of radium that a druggist in 
the same town recently discovered. The drug was expensive to make, but the druggist 
was charging ten times what the drug cost to make. He paid $200 for the radium and 
charged $2,000 for a small dose of the drug. The sick woman’s husband, Heinz went to 
everyone he knew to borrow the money, but he could only get together about $1,000, 
which is half of what it cost. He told the druggist that his wife was dying, and asked him 
to sell it cheaper or let him pay later. But the druggist said, “No, I discovered the drug 
and I’m going to make money from it.” So Heinz got desperate and began to think about 
breaking into the man’s store to steal the drug for his wife.
Should Heniz steal the drug? (Check one)
  Should report him
  Can’t decide
  Should not report him
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HEINZ STORY
GREAT MUCH SOME LITTLE NO
Importance importance importance importance importance On the left-hand side of the page
check one of the spaces by each 
question to indicate its importance
          1. Whether a community’s laws are going
to be upheld.
          2. Isn’t it only natural for a loving husband
to care so much for his wife that he’d 
steal?
          3. Is Heinz willing to risk getting shot as a
burglar or going to jail for the chance 
that stealing the drug might help?
          4. Whether Heinz is a professional
wrestler, or has considerable influence 
with professional wrestlers.
          5. Whether Heinz is stealing for himself or
doing this solely to help someone else.
          6. Whether the druggist’s rights to his
invention have to be respected.
          7. Whether the essence of living is more
encompassing than the termination of 
dying, socially and individually.
          8. What values are going to be the basis
for governing how people act towards 
each other.
          9. Whether the druggist is going to be
allowed to hide behind a worthless law 
which only protects the rich anyhow.
          10. Whether the law in this case is getting
in the way of the most basic claim of 
any member of society.
  ____ ____ ____ ____ 11. Whether the druggist deserves to be
robbed for being so greedy and cruel.
          12. Would stealing in such a case bring
about more total good for the whole 
society or not.
From the list of questions above, select the four most important:
Most important _____
Second most important _____
Third most important _____
Fourth most important _____
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SUBSTANCE ABUSE CLIENT REFERRED BY A PROBATION OFFICER
A probation officer referred a client to a substance abuse treatment program due to a 
drug related charge. The client must remain alcohol and drug Dree as part of his probation 
requirements. If the client should use alcohol or drugs, his probation will be revoked and 
he will be incarcerated. The client successfully completed the Residential portion of 
treatment. During the Continuing Care/Aftercare portion of treatment, he obtained full­
time employment, reconciled with his wife and actively parents his three young children. 
Approximately 3 months into Continuing Care/Aftercare, the client relapsed on cocaine, 
his drug of choice. The client seemed genuinely remorseful and agreed to follow any 
suggestions given to him by the counselor and the treatment community. He begged the 
counselor not to report the relapse to his probation officer saying, “Going to jail will 
jeopardize my family, my job and won’t help my recovery.”
Should the counselor report the client’s relapse to the probation officer? (Check one)
Should report him 
Can’t decide
Should not report him
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
238
SUBSTANCE ABUSE CLIENT REFERRED BY A PROBATION OFFICER
GREAT MUCH SOME LITTLE NO
Importance importance importance importance importance On the left-hand side of the page
check one of the spaces by each 
question to indicate its importance
          I. Whether probation rules and guidelines
should be followed.
          2. The client did well in residential treatment,
is involved in Aftercare, which shows 
he isn’t a bad person and doesn’t deserve to 
go to jail.
          3. Would reporting the relapse to the probation
officer and sending the client to jail do any 
good for the client or others in the treatment 
community?
          4. Whether the counselor could be so uncaring
to a client he has come to respect and care for and 
report the client’s relapse to the probation officer?
          5. If the client doesn’t receive the consequence
(i.e., being reported to the probation officer 
& going to jail), won’t that encourage other 
clients to disregard the guidelines and use?
          6. Whether clients would be better off if the
legal system left treatment decisions to the treatment 
providers, not to probation officers.
          7. Whether relapse is a psychometrically
relevant concept in the social and clinical recovery 
milieu.
          8. Whether the counselor might be legally
punished for any criminal behavior by the client if he 
remains free.
          9. Isn’t it the counselor’s legal responsibility to
report the probation violation, regardless of the 
circumstances?
          10. Would keeping the client in treatment and
not sending the client to jail do any good for the 
client or the community?
          11. Whether the counselor believes that going to
jail would be harmful for the client’s family.
          12. Is there clear and reasonable evidence that
the client is no longer a threat to society?
From the list of questions above, select the four most important:
Most important ____
Second most important ____
Third most important ____
Fourth most important ____
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
239
DIT SCORING - SUBSTANCE ABUSE CLIENT REFERRED BY A PROBATION
OFFICER
ITEM
1. Stage 4
2. Stage 3
3. StageS
4. Stage 3
5. Stage 4
6. StageS
7. M
8. Stage 2
9. Stage 4
10. Stage S
11. Stage 3
12. Stage 4
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APPENDIX G -  REMINDER POSTCARD
Dear Substance Abuse Professional,
Several weeks ago, you were mailed a survey packet concerning the relationship 
among counselor credentials, experience, moral reasoning, and conceptual development. 
This is a friendly reminder to please complete and return the survey packet. Your input 
concerning the characteristics of substance abuse counselors in Virginia is vital. If you 
have already returned the survey packet, I thank you.
The data gathered from this study will promote advocacy, training, and 
supervision for substance abuse counselors. I thank you for the giving of your time and 
efforts. If you have any questions, please feel free to contact me at (757) 565-5418 or
sisias@starpower.net.
Thank you,
Shari M. Sias, LPC 
Doctoral Candidate 
The College of William & Mary
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APPENDIX H -  DEMOGRAPHICS POSTCARD 
(FRONT)
Dear Substance Abuse Professional,
A few weeks ago, you were sent a survey packet concerning Substance Abuse 
Counselor characteristics (i.e., credentials, experience, moral reasoning, and conceptual 
level). Even though you have not completed the entire packet, it would be helpful if you 
would take a few minutes and complete this postcard. This information will assist in the 
understanding of substance abuse counselor characteristics across the Commonwealth of 
Virginia.
Thank you, Shari Sias
(BACK)
Your A ge:____  Number of years working with substance abusing clients:____
Gender:_____Female  Male
Your race:____ African American / Black  Asian
 Caucasian / White _____Hispanic
 Indian / Native American  Other (please list)_________
Which one category best describes your predominant mode of treatment?
 Group  Individual  Marriage & Family
Which one category best describes your current counseling setting?
 Community / Mental Health Provider  Criminal Justice Program
 Inpatient SA Treatment Program ____Outpatient SA Treatment Program
 Social/Medical Detoxification Program  Other (please specify)________
Which one category best describes your predominant counseling theory?
 Cognitive Behavior Theory__________ _____Disease / 12 Step Model
 Family Systems Theory_____________ _____Gestalt Theory
 Person Centered Theory____________ _____Reality Theory
Are you licensed? yes (please list)__________   no
Do you have a substance abuse certification? yes  no
List the highest academic degree attained:_______
Which one category best describes your recovery status?
 Recovering Alcoholic or Addict
 Recovering Family Member (i.e., ACOA, CODA)
 Non-Recovering
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DITN2 Indexes
APPENDIX 1 -  RESPONDENTS’ DIT N2 INDEXES 
Frequency Percent
9.69 1 .5
10.99 1 .5
12.49 1 .5
12.S2 1 .5
13.53 1 .5
16.64 1 .5
17.20 1 .5
17.24 1 .5
17.50 1 .5
17.97 1 .5
18.49 1 .5
18.70 1 .5
19.20 1 .5
19.22 1 .5
19.94 1 .5
20.36 1 .5
20.80 1 .5
20.91 1 .5
21.10 1 .5
21.65 1 .5
21.75 1 .5
22.04 l.l
22.71 1 .5
23.17 l.l
23.58 1 .5
23.60 1 .5
23.66 1 .5
23.93 1 .5
24.06 1 .5
24.15 1 .5
24.17 1 .5
24.34 1 .5
24.46 1 .5
24.47 1 .5
24.49 1 .5
24.61 1 .5
24.77 .5
24.98 1 .5
25.13 1 .5
25.28 1 .5
25.64 1 .5
25.66 1 .5
25.83 1 .5
25.85 1 .5
26.04 1 .5
26.07 1 .5
26.56 1 .5
26.72 1 .5
26.75 1 .5
26.79 1 .5
27.07 1 .5
27.11 1 .5
27.19 1 .5
27.34 1 .5
27.41 1 .5
27.45 1 .5
27.53 1 .5
27.56 1 .5
27.63 1 .5
27.67 1 .5
27.69 1 .5
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APPENDIX I -  RESPONDENTS’ DIT N2 INDEXES CONT. 
PIT N2 Indexes_________________________________ FfBHlfflty-----------------------------
27.71 1
27.85 I
28.14 I
28. IS I
28.37 I
28.51 I
28.58 I
28.66 I
28.93 I
29.12 I
29.19 I
29.22 I
29.31 I
29.66 I
30.09 I
30.19 I
30.23 I
30J0 I
30.65 I
30.92 I
31.06 I
31.51 I
31.64 I
31.75 I
32.23 I
32.27 I
32.29 I
32.46 2
32.48 2
32.84 I
32.98 I
33.45 I
33.56 1
34.32 1
34.35 I
34.41 I
34.55 I
34.60 I
34.83 I
35.23 I
35.33 I
35.34 I
35.53 I
35.55 I
35.57 I
35.70 I
35.73 1
35.98 I
36.19 I
36.30 I
36.46 I
36.53 I
36.79 I
36.80 I
36.90 I
36.91 I
37.00 I
37.16 I
37.21 I
37.39 I
37.53 I
37.55 I
37.74 I
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APPENDIX I -  RESPONDENTS’ DIT N2 INDEXES CONT.
PIT N2 Indexes_________________________________ Frequency________________________________________Percent
37.90 I .5
37.98 I .5
38.02 I .5
38.25 I .5
38.28 I .5
38.61 I .5
39.39 2 l.l
39.45 1 .5
39.52 1 .5
39.69 1 .5
39.80 I .5
40.02 I .5
40.18 I .5
40.77 I .5
40.81 I .5
40.91 I .5
40.93 I .5
42.02 I .5
43.26 I .5
43.71 I .5
44.84 I .5
45.32 I .5
Note. N -  155, Thirty-three (33) of the DIT protocols failed to pass the all five reliability checks (i.e. rate-and-rank consistency, 
meaningless items, missing rales and missing ranks) of the DIT
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